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**C REOSOTE and * * * * are used internally as intestinal and 
urinary antiseptics, as stimulant expectorants and in the treat- 
ment of tuberculosis. Their local irritant actions often inter- 

fere with their internal administration.” (New and Non-official 
Remedies, 1921, p. 89.) 

CALCREOSE is a mixture containing in loose chemical combina- 
tion approximately equal weights of creosote and lime (calcium 
creosotate. ) 

CALCREOSE administered internally has the same actions and 
uses as creosote, but does not readily produce gastric distress. 
nausea and vomiting even when large quantities are taken for 
comparatively long periods of time. 

CALCREOSE may be given in the form of solution or tablets. 
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travenous Medication. \ 


They are controlled by chemical, physical and biological tests, 
to conform to definite high standards. wren 


They permit direct medication with U. S. P. and _ standard 
remedies of established therapeutic value. 
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Every physican and surgeon has many valuable records that should be protected from 
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Original Communications 


LUNG ABSCESS: WITH REPORT OF 
CASES.* 


BUXTON, M. D., F. A. C. §&., 
News, Va. 
Elizabeth 


By JOSEPH T. Newport 


Surgeon-in-Charge, Buxton Hospital. 

During the past few years many articles 
have appeared in various medical journals on 
the subject of lung abscess. Writing has prob- 
ably been stimulated by the fact that a great 
many cases of lung abscess following opera- 
tions upon the upper respiratory tract have 
been recognized. It was not until 1912, when 
Richardson reported three cases, that our atten- 
tion was first called to this complication. Pre- 
vious to this time not a single case is to be 
found in the literature. 


Erro.ocy. 


Among the more frequent causes of lung 
abscess may be mentioned: Primary pulmonary 
infections such as pneumonia, pleurisy, grippe. 
scarlet fever and measles; trauma to chest wall 
or lung: presence of a foreign body in the lung 
such as may result from aspiration or from 
penetration of the chest wall as by bullets or 
shrapnel; extension of, or perforation from, 
a septic process outside of the lung as suppura- 
tion in the mediastinum or subdiaphragmatic 
abscess; septic infarct in connection with a 
pvemia where a thrombus is set free in the 
circulation as in septic puerperal thrombosis: 
rupture from, or extension of, infection in 
the pleural cavity: operations upon the upper 
respiratory tract when foreign bodies laden 
with infecting organisms reach the lung direct- 
ly by aspiration (or by means of a septic 
thrombus reaching the lung through the cir- 
culation): abdominal operations, especially 
operations upon the stomach, gall-bladder and 
appendix. 


*Read before Seaboard Medical Association, in Norfolk, Va., 
December 6, 1921. 
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Predisposing factors are age, sex. habits, 
previous illnesses, especially inflammatory con- 
ditions of the lungs, such as influenza or 
broncho-pneumonia. 


LOCATION OF ARBSCEss. 


The majority of lung abscesses are situated 
in the right lung, but the involvement of the 
upper or lower lobes depends to some extent 
on the etiology of the abscess. In Hedblom’s 
series, the abscesses were located in the right 
lung in 74.5 per cent, the right lower lobe 
being involved in about 50 per cent. of the 
Lemon states that in the of 
abscess due to operations upon the upper 
respiratory tract, the upper lobes are most 
often affected, but if all cases are considered. 
three times as many abscesses are found in the 
lower lobes. In his series the right side was 
affected almost twice as often as the left. Also. 
in Kulb’s series of forty-one cases. twenty-six 
were located on the right ana fifteen on the 
left. Whittemore says “it is the general belief 
that the majority of abscesses are situated in 
the lower lobe. and this would seem reasonable 


cases. Cases 


to suppose in those cases due to aspiration, 
but this has been contrary to the findings in 
my series of cases. In twenty-two the abscess 
was In the upper lobe, and in nineteen it was in 
the lower. It is an important fact that most 
abscesses are situated in the periphery of the 
lung. Of thirty cases coming to autopsy in 
the Massachusetts General Hospital, the lesions 
were in the periphery in twenty-eight. An- 
other Important fact from a surgical point of 
view is that in the majority of cases the visceral 
and parietal pleurae are adherent near the site 
of the lesion. In thirty-five cases coming to 
autopsy at the Massachusetts General Hos- 
pital, the visceral and parietal pleurae were 
adherent in one form or another in thirty.” 
Hedblom found that the pleurae were adher- 
ent in about fifty per cent of all cases. 
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SyMPTOMATOLOGY. 


The symptoms vary according to the dura- 
tion of the illness. In the acute cases, a sudden 
expectoration of a dark brown, thick, foul- 
smelling sputum, during a coughing or vomit- 
ing spell, is considered as most characteristic 
of lung abscess. Usually, the patient will 
give a history of having had one or more 
sharp stabbing pains in the side affected a few 
days to a week preceding the sudden expectora- 
tion. Later on the abscess will probably have 
ruptured into a bronchus, after which time a 
chrenic productive cough will be the most 
characteristic sign. If the bronchus or the 
opening into the bronchus s small, the expec- 
toration may be periodic, due to alternate 
opening and closing of the bronchus. If the 
has ruptured through the periphery 
of the lung into the pleural cavity, an empy- 
ema follows with the signs and symptoms com- 
mon to this Associated symptoms in 
any of these conditions are: fever (often in- 
termittent). chills, night-sweats, weakness, 
pains in the chest, hemoptysis, and a rather 
rapid loss of weight. There is usually a leu- 
cocytosis of from 12,000 to 25,000 with a poly 
count of 80 to 90 per cent. 


abscess 


clisease. 


DIAGNOSIS. 


The diagnosis of lung abscess is not always 
an easy task. It must be differentiated es- 
pecially from an encapsulated or interlobar 
empvema, localized bronchiectasis, tuberculosis 
and malignant disease that has undergone de- 
generation. (The differential diagnosis of gan- 
grene of the lung and lung abscess is a patho- 
logical distinction and is of no importance 
from a therapeutic standpoint). The diagnosis 
rests largely upon a carefully taken history, 
thorough x-ray, and repeated sputum examina- 
tions. The physical examination is usually 
of but little value and often is entirely nega- 
tive. Dullness to percussion is the most com- 
mon physical finding. 

The history should contain an accurate de- 
scription of the onset of symptoms, as this 
information is very important in arriving at 
a definite conclusion. <A history of previous in- 
flammatory disease of the lungs or of an opera-’ 
tion upon the upper respiratory passage is of 
decided value. In acute lung abscess the on- 
set usually begins three to ten days after an 
operation upon the upper respiratory tract. 
with sudden pain in the chest, fever, cough and 
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about 12 or 14 days after operation, a sudden 
expectoration of a considerable amount of foul- 
smelling pus. On the other hand, bronchiec- 
tasis is a chronic condition beginning with 
gradual onset and a slow increase of expectora- 
tion. Since spitting of blood is a sign com- 
mon to most all lung conditions, it is of little 
value for differential diagnosis. 

On standing, the sputum separates into three 
layers: mucus on top, saliva in the middle, and 
pus at the bottom. The most common organ- 
isms found are: streptococci, pneumococci, sta- 
phylococci, and influenza bacilli. It is very im- 
portant to exclude tuberculosis and it is only 
by repeated sputum examinations that this 
may be accomplished. When only one kind of 
organism is found in the sputum, this points 
to an empyema or a lung abscess due to some 
foreign body. 

The x-ray examination is the most import- 
ant of all. It is very useful in the differential 
diagnosis and is absolutely necessary in de 
termining the size and accurately localizing the 
process, a matter of much concern to the sur- 
geon. <A thorough study of the history with 
the x-ray and clinical findings will usuall 
lead to a correct diagnosis. Holmes and Rug 
gles say “abscesses assume the form of irregu 
lar areas of increased density which are most 
marked at the center, fading out toward th 
periphery; when filled with fluid, they are in- 
distinguishable from the general shadow about 
them, but the large ones become very evident | 
when filled with air, particularly if they con- | 
tain sufficient fluid to cause a fluid level. They 
are seen as round areas of greatly diminished 
density, and, if a fluid level is present, its 
surface shifts according to the position of the 
patient. * * * The localization is often disap- 
pointing to the surgeon because of the zone 
of pneumonic infiltration about them which 
magnifies the area of involvement. * * * 
Broncho-pneumonia may be differentiated by 
the fact that it gives a shadow of more uni- 
form density and there is no cavity forma- 
tion.” 

The physical examination is of little value in 
definitely localizing the abscess. The signs 
are most reliable when the lesion is situated 
near the surface. Before the abscess has rup- 
tured into a bronchus and when the amount 
of pus is large, the signs are those of consolida- 
tion with diminished fremitus, respiratory 
sounds and voice transmission. Dullness to 
percussion is the most constant finding. 
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1922] 
ANESTHETIC. 


The question of the anesthetic is an import- 
ant one and it is generally agreed that local 
anesthesia is the one of choice. It should al- 
ways be used in the two-stage operations or in 
the one-stage operation where the visceral and 
parietal pleurae are adherent. In case the 
operation is to be completed in one sitting 
and the pleurae are not adherent, some form 
of positive pressure anesthesia may be used and 
is advised by some surgeons. It is well to have 
it on hand in any case that is to be done in 
one-stage as it is not until the incision is made 
down to the pleura that one can determine 
whether the visceral and parietal pleurae are 
adherent. 

TREATMENT. 

The essential treatment of pulmonary ab- 
scess is drainage, either natural or artificial. 
A certain number of abscesses will rupture into 
a bronchus and will be evacuated during 
coughing when the lung is compressed by the 
chest wall and diaphragm. The patients 
often discover that certain positions ‘favor 
expectoration and unconsciously make use of 
eravity in emptying the cavity. Whittemore 
believes that not more than 10 out of 100 cases 
will recover spontaneously following rupture 
of abscess into a bronchus. In those cases in 
which the located near the hilus, 
pneumothorax seems to help considerably in 
the spontaneous recovery. It is certainly the 
satest, but, as Hedblom found that about 50 
per cent of the cases had dense adhesions be- 
tween the visceral and parietal pleurae. its use 
will be limited. In a certain number of cases, 
pneumothorax will be of value in controlling 
hemoptysis. 

As to the time of operative treatment, each 
must be decided upon its merits. 
Early operation greatly reduces both the mor- 
tality and morbidity. In a series of 53 acute 
and 40 chronic post-pneumonic 
Eisendrath found the operative mortality to be 
11.3 per cent and 35 per cent respectively. 
In Hedblom’s series of 30 acute and 17 chronic 
abscesses, the operative motrality was 33.3 per 
cent and 47 per cent respectively. Lord re- 
ports 6 deaths in 62 cases operated upon, a 
mortality of 9 per cent. In 1915 Whittemore 
reported 25 cases at the Massachusetts Gen- 
eral Hospital operated upon with a mortality 
of 25 per cent, and in 1920 he reported 17 cases 
with a mortality of only 5.8 per cent, and of 
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31 personal cases, six died, a mortality of 16 per 
cent. The operative mortality will vary accord- 
ing to: the location of the abscess, its duration, 
the age and general physical condition of the 
patient, the type of infection, whether there are 
single or multiple abscesses, as the latter are 
always fatal, and upon the experience of the 
surgeon. The mortality will usually range be- 
tween 15 per cent and 35 per cent. Surgery 
offers the best chance for cure in those cases 
in which the abscess is situated near the peri- 
phery of the lung and where the x-ray shows a 
circumscribed shadow with a central area of 
diminished density and a fluid level. The re 
sults of operative measures in the chronic 
cases are not so favorable as in the acute. Hed- 
blom reports 66.6 per cent of the acute cases 
cured or improved, and only 41.1 per cent of 
the chronic cases cured or improved. Lord 
finds only 16 per cent of the chronic cases 
Bevan states that a great 
many of his drain for many months 
after operation. He believes that the patients 
are better off with permanent external drainage 
than when an attempt is made by the use of 
paste or of operative procedure to close the 
external fistula. Operative interference in the 
desperately sick will increase the mortality 
statistics but a few will recover and each pa- 
tient is entitled to his chance. 

The one or two-stage operation may be used 
according to which is best suited to the individ- 
ual case. The surgeon should remember that 
the abscess is often found one or two ribs be 
low where it is localized by the x-ray as the 
Roentgenogram is usually made on deep in- 
spiration. It is important to have ample room 
for exploration and for drainage; therefore, a 
large incision should always be made and the 
necessary number of ribs should be resected, as 
wounds of the chest wall heal with marked 
rapidity. After the pleurae is exposed for an 
area at least the size of a silver dollar, an 
attempt is made to localize the abscess by 
ing at a very small diameter aspirating needle. 
Palpation over an abscess situated near the 
periphery of the lung gives a firm hard sense 
of resistance. After the located, 
it may be opened at the same time; if the 
visceral and parietal pleurae are adherent or 
in case the patient is extremely ill and it is 
advisable to perform the operation at one sit- 
ting, the pleurae may be sutured together and 
the operation completed. There is no doubt 
but that the two-stage operation is the safest. 
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The visceral and parietal layers are brought 
together by cat-gut sutures introduced in the 
circumference of the area exposed and the 
wound packed with gauze under sufficient pres- 
sure to push the parietal layer inward about 
one-half inch. This promotes better adhesions. 
The second stage of the operation is done about 
3 to 5 days later, at which time the abscess is 
again located with the aspirating needle and, 
with the needle in situ, by means of a cautery 
maintained at a dull red heat, an opening the 
size of the little finger is burned around the 
aspirating needle through the lung tissue down 
to the abscess. Upon reaching the abscess, the 
surgeon will see pus or will be met with a 
blast of foul smelling air. Whittemore prefers 
to incise the lung and open the abscess by 
boring a hole through the lung tissue with his 
finger, stating that by this method one is bet- 
ter able to determine when the abscess has been 
opened. ‘To prevent post-operative hemor- 
rhage, the cavity should be packed tightly 
with the gauze or a rubber tube may be in- 
serted in the center of the opening and gauze 
packed around it, as this will afford drainage 
at the same time. The drainage tube should 
be removed in 24 to 48 hours to prevent pres- 
sure necrosis into a large blood vessel. 
COMPLICATIONS. 

The most frequent pre-operative complica- 
tions are brain abscess, empyema, and a sec- 
ondary infection of the lungs. Hemorrhage is 
the most common post-operative complication. 
Empyema is likely to follow any operation 
where the visceral and parietal pleurae are not 
sealed together either by adhesions or by 
sutures around the opening made in the lung 
tissue. 

Report or Cases. 

Casr No. 1—Recorp No. 10188. W. F., age 
15 years, entered the hospital on July 23rd, 
1921. Seventeen months previously she had 
influenza which was complicated by pneumonia 
and lung abscess. Five months later an ab- 
scess of chest wall formed, ruptured, and has 
been draining ever since. Physical examination 
showed left chest almost immobile; and just to 
left of sternum in third intercostal space a 
sinus which exuded greenish pus when the pa- 
tient coughed. Percussion note over left chest 
was flat, except for a small area at the apex, 
and breath and voice sounds were very dis- 
tant. Heart was displaced to right. Roent- 
genogram on July 23rd showed left chest very 
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dense, density extending from diaphragm to 
second rib anteriorly; shadow of breast very 
dense; heart displaced three inches to right; 

















day previous to 


made on 


No. 1. 
operation. 


Fig. Case No. 1. X-ray 
unable to determine condition of ribs on left 
side of great density. 

This patient was extremely weak, and a 
‘ather poor surgical risk. On July 24th, under 
local anesthesia, the abscess of breast was open- 
ed and drained, and an incision was made three 
inches in length between and parallel to the 
eighth and ninth ribs. An incision one inch in 
length was made through the pleura, and the 
empvema cavity opened. A large quantity of 
pus was liberated and a piece of soft rubber 
tube was left in the wound to facilitate drain 
age. 

Nore.~-After the operation, wound drained 
profusely for several days. The drainage be- 
came less rather rapidly and had _ practically 
ceased on the 10th day after operation. She 
left the hospital on August 6th with a normal 
temperature and but very slight drainage. 
The tube was removed from the chest one week 
later and wound readily healed. She ‘has 
gained rapidly in weight and has had no signs 
or symptoms of a recurrence. 

Cast No. 2—Recorp No. 8677. W. F.. 
49 years, entered the hospital September 26th, 
1920, complaining of severe cough and fever. 
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Present illness began about seven weeks ago 
with headache and feeling badly. One week 
later a non-productive cough began and tem- 
perature, when taken, was found to be 104 de- 
About three weeks ago cough became 
abundant greenish. foul- 


grees. 


productive, with 
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Fig. N 2. Case No. 1. X-ray made seven (7) weeks after 
operation. Picture shows rather dense shadows but patient 
has been free from symptoms for about three weeks. Fluoro 
scopic examination two months later showed chest almost 
cle ar 


smelling, purulent sputum. Has had daily 
fever with sweats and slight pain in right 
axilla after severe coughing. 

Physical examination showed breath to be 
very foul, the odor pervading the entire room. 
In right axilla, from the inferior angle of the 
scapula posteriorly to base of lung, the percus- 
sion note is dull, almost flat; tactile fremitus 
is decreased over this area: breath sounds are 
distant and accompanied by fine moist rales, 
more numerous in the back but extending to 
superior angle of scapula in interscapular reg- 
ion. Vocal fremitus and whispered voice are 
(iminished over the area of dullness. 

Laboratory examination showed a total of 
39.200 white blood cells with 92 per cent polys. 
Examination of sputum failed to reveal any 
tubercle bacilli. Fluid aspirated on Septem- 
ber 30% showed a pure streptococcic infection. 

V-ray examination on September 28th show- 
ed marked infiltration of the hilus of right 
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lung with marked peribronchial thickening; 
an area of dense infiltration at the base, ex- 
tending from the hilus at the level of the 
oth rib, anteriorly, and the 7th rib, posteriorly, 
downward and outward almost to the periph- 
ery and to the diaphragm below. Near the 
hilus a fairly dense shadow, three inches in 
length, and one-fourth inch in width, is situ- 
ated vertically, extending from the level of the 
6th rib anteriorly and the Sth rib posteriorly. 

Nore.—While in the hospital this patient ran 
a very septic temperature and coughed up a 
large amount of very offensive and foul-smell- 
ing pus. She refused operation and left the 
hospital on October 4th, for Mount Sinai Hos- 
pital, New York, where she died on October 
ith, 1920. Autopsy showed an empyema of 
the right side, which contained about 700 c.c. 
of thick, greenish, foul-smelling fluid. Almost 


the entire right lower lobe was gangrenous 
and there were numerous small abscesses in 


the rest of the lung, varying from pin-point 
size to one-half inch in diameter. The bronchi 
were not abnormally dilated. In the right 
lower lobe, about one-half inch from the spinal 
column and immediately beneath the pleura, 
was found a longitudinal cavity. about five 
inches -in length and three-eighths inch in 
width, which contained a slate pencil about 
3 inches in length and one-eighth inch in 
diameter. The cavity in which the slate pencil 
found had no communication with any 
bronchus. Microscopic examination of a sec- 
tion made from this cavity showed that this 
was a bronchus that had become closed off from 
the rest of the bronchial system.* 

Cast No. 3.—Recorp No. 8871. Col. F., age 
20 years, operated on for ruptured gangrenous 
appendix with peritonitis, on November 1, 
1920. Wound was drained with four cigarette 

Temperature never returned to nor- 
Four days after operation, began com- 


was 


rains. 
mal, 

plaining of dyspnea and pain in lower right 
Temperature, pulse and respiration re- 
mained elevated, the temperature ranging 
around 101 degrees to 102 degrees, at times 


chest. 


reaching 104 degrees. 

X-ray eramination on November 23rd show- 
ed area of dense infiltration extending from 
the hilus outward almost to the periphery and 
from the 3rd rib anteriorly to the diaphragm. 
Heart displaced to left. 


*Note Since this paper was read on December 6th, 1921 
this case has also been reported by Dr. Louis G. Kaemper, 
in the American Journal of Surgery, January, 1922, page & 
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Chest was explored on November 2.th Lut 
no fluid was obtained. 

On December 15th, patient coughed up 
about 500 c.c. of foul-smelling pus. Owing to 
her general systemic infection and toxic condi- 
tion, it was thought unwise to subject her to 
further operative procedures. She died a few 
days later. No autopsy. 

Case No. 4.— Recorp No. 8950, W. M., age 17 
years, entered the hospital on November 15th, 
1920, complaining of a pain in right chest and 
a severe cough Nine months previously he 
had his tonsils and adenoids removed under 
ether anesthesia. Two weeks later he began 
having pain in chest at base of right lung. He 
was in bed for two weeks without improvement 
and then taken to a hospital where he was 
operated on. An intercostal incision was made 
and, according to patient’s statements, one 
quart of pus was removed. He left the hos- 
pital after nine weeks with pus still discharg- 
ing from wound. After five weeks at home, 
the wound closed but in a short time the symp- 
toms recurred. Since then and previous to 
entrance to Elizabeth Buxton Hospital, he has 
been operated upon twice, rib resections being 


done each time. He has shown no improve- 
ment and has had four hemorrhages from 


lungs recently. 

Upon entrance to the Buxton Hospital, he 
was thin, pale and very poorly nourished, 
Weighing only 73 pounds. He was coughing 
up a large quantity of greenish, foul-smell- 
ing pus sputum and was draining a small 
amount of the same kind of material from a 
small wound in right chest. There was ex- 
treme dullness over whole base of right lung, 
extending up to spine of scapula behind. 
Blood examination showed 19,800 leucocytes 
with 82 per cent polys. Sputum showed a 
mixed infection, with streptococci and pneu- 
mococci predominating. The x-ray examina- 
tion of right lung showed hilus dense and in- 
filtrated; apex clear; some peribronchial thick- 
ening of upper lobe; middle and lower lobes 
densely infiltrated, the infiltration extending 
from the second rib, anteriorly, and the fifth 
rib, posteriorly, downward to the diaphragm; 
lower part of lung retracted; pneumothorax 
at the base. 

Nore—His condition was so grave, it was 
thought best not to subject the patient to 
further operative procedure until his general 
condition could be improved. A hemostat was 
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opened to increase size of sinus. Upon re- 
moving the hemostat the patient was seized 
with a fit of coughing and a large amount 
tissue and 


of necrotic gangrenous pus was 
forced out through the wound. The wound 


was kept open with.a tube three-eighths inch 
in diameter. The wound drained freely and 
after one week his temperature returned to 
normal. He improved rapidly and was dis- 
charged from the hospjtal on March 22, 1921, 
at which time he was able to take long walks 
from the hospital and had gained about 
twenty pounds in weight. Although he still 
has a foul-smelling pustular discharge from 
wound, he weighs 117 pounds and is apparent- 
ly in the best of health, except for the drain- 
ing sinus of chest. The patient was re-operated 
upon January 10th, 1922, under -local anaes 
thesia. A horse-shge-shaped incision eight 
inches in length, with base upward, was made 
on lateral surface of right chest. The skin 
flap was dissected up and the muscle done like- 


wise. 











Fig. No. 3. Case No. 5: X-ray made about three weeks atter 
tonsillectomy shows cavity at base of right lung 
. 
seventh and eighth ribs were resected. The 


sinus leading into the lung was then dissected 
out along with a portion of thickened pleura. 
Openings in three bronchi were located and 
sutured with number one chromic cat-gut. A 


introduced into wound and withdrawn while portion of the muscle was removed and the 
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skin flap placed into the wound. <A guaze 
sponge saturated with Dakin’s Solution was 
packed into the wound to hold skin flap in 
place. Drainage was free for several days but 
at one month after operation there is but a 
slight amount of mucus discharge through 
about five or six bronehial openings into the 
main wound, which is healing gradually. 

Case No. 5.—Recorp No. 9890. W. M., age 
29, entered hospital May 27th, 1921. Tonsils 
and adenoids were removed under ether anes- 
thesia. Returned home on May 28th where 
he remained for one week, feeling well ex- 
cept for sore throat. Eleven days after opera- 
tion. as he stepped off of a street car, he was 
seized with a sudden sharp pain in his back 
at the base of right lung. Pain grew worse 
and was very aggravating the following night 
and day. Three days later, while vomiting. 
he brought up about four ounces of very foul- 
smelling pus. He continued to bring up a 
considerable quantity of a greenish yellow 
foul-smelling sputum during the next two 
weeks. X-ray examination made on June 20, 
1921, showed a large cavity surrounded by a 
dense wall located just external to the hilus, 
extending from third to fifth rib anteriorly. 
His cough subsided and after four weeks he 
was practically well except for the fact that 











Fig. No, 4. Case No. 5. X-ray made ten weeks later shows 
lung clear. Patient recovered spontaneously without opera 
tion 


he was very weak. He had lost 37 
weight. 
1921, showed complete healing of the abscess. 


Case No. 6—Recorp No. 9713... W. 
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Fig. No. 5 No. 6 


after tonsillectomy is 


Case 


X-ray examination made fifteen days 
negative. 


31 years, entered the hospital on April 22nd, 
complaining of pain in left chest and a cough. 
Fourteen days previously her tonsils and 
adenoids were removed under ether anesthesia. 
Four days later she began having some pain 
in left lower chest and eight days after opera- 
tion she was seized with a very sharp pain in 
left which caused her to scream. The 
pain continued about the same for about eigh- 
hours; on April 20th, while coughing, 
patient states that about one pint of very 
offensive and foul-smelling black materia! 
poured out of her mouth. After entrance to 
the hospital her expectoration became periodic. 

Physical examination at first was practically 
negative but later showed slight dullness in 
eighth’ interspace about three inches from spine 
on the left side; a few crepitant rales were 
heard in this area. 

X-ray examination on April 93rd was nega- 
tive. Another examination on May 6th showed 
dense infiltration extending from third rib 
anteriorly, and seventh rib posteriorly, to the 
diaphragm but not to the periphery of the 
lung. 


chest 


teen 


X-ray examination on September 12, 
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Evamination of sputum showed many pus 
cells, pneumococci, streptococci and influenza 
bacilli but no tubercle bacilli. 
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Fig. No. 6. Case No. 6. X-ray made 
sillectomy and on day previous to 
infiltration base of left lung. 


On May 7th she was operated on under 
local anesthesia. A horse-shoe-shaped incision 
was made in posterior axillary line from sixth 
to ninth rib; seventh and eighth ribs were 


exposed for a distance of three inches and 
two inches of each resected. The abscess 
cavity was then located by means of a 


small exploring needle; the, pleurae, showing 
little tendency to adhere, were sutured to- 
gether with No. 1 chromic cat-gut: an open- 
ing. one-half inch in diameter, was made down 
to the abscess cavity by means of a cautery 
maintained at dull red heat; very little pus 
was found but the odor was distinctive: one 
cigarette drain was introduced into the open- 
ing and the wound partially closed. 

Nore—-The drainage tube was removed two 
days after operation, at which time ‘a large 
quantity of pus poured from the chest cavity. 
The wound drained freely and, one week after 
operation, her temperature had. returned to 
normal. The wound had healed when she was 
discharged on June 3rd.* 

*She was re-admitted to the hospital ten days later because 
of headache and pain in left chest. Wound explored by a prebe 
showed a few drops of very offensive pus. A small piece of 
rubber dam was inserted into the wound and allowed to remain 


there for two weeks after any odor could be detected. She 
has had no signs or symptoms of a_ recurrence. 
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SUMMARY OF CASES. 


As to etiology, three cases followed the 
removal of tonsils and adenoids under ether 
anesthesia, one followed prolonged retention 














Fig. No. 7. Case No. 6. 
tion shows lung almost clear. Another exami 
two months later showed lung completely clear 


X-ray made one month aiter 


of a foreign body, one followed acute general 
peritonitis due to ruptured gangrenous ap- 
pendix, and one followed influenza compli- 
cated by pneumonia. 





Of three cases not operated upon, one re- 


covered spontaneously after rupture into a | 


bronchus in about four or five weeks and two | 
died. Of three cases operated upon, two ar 
cured and one has a chronic external fistula. 

The onset was sudden with expectoration of 
foul-smelling sputum in three cases, beginning 
about 14 days after tonsillectomy, and wis 
gradual in two others. The sputum had 
foul odor in all cases. the 
marked in those cases following tonsillectomy. 

Abscess was located in left inferior lobe in 
two; right lower in three, and right lower and 
middle lobes in one. 

In abscess due to prolonged retention of | 
foreign body, a growth of pure streptococcus 
was obtained from fluid aspirated from abscess 
In all others there was a mixed infection with 
pneumococci, streptococei and influenza bacilli | 
predominating. No tubercle bacilli were found 

There was a bronchial fistula in five cases 


odor ‘was very 
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and in the case following influenza there was 
an empyema which had perforated anterior 
chest wall and had been draining for several 
months. 

Leucocytosis was present in all cases with 
elevation in number of polys. 


In no case did the x-ray show a fluid level. 
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REMARKS ABOUT HEAD AND OTHER 
PAINS DUE TO NASAL IRRITATION. 
By JOS. A. WHITE, M. A., M. D., Richmond, Va 
I must apologize for speaking tonight of 

such a threadbare subject as pain in the head, 

front, top or back, also pain in the back of the 
neck, and in the shoulder, and pain in the 
back, varying in location from the atlas to the 
lumbar region. These pains are subacute or 
chronic, intermitting at times, but mostly more 
or less constant, slight sometimes, quite severe 
at others. At times nasal troubles are respon- 
sible for these manifestations. Strange to re- 
late, the text-books on the nose and throat lay 
little stress on reflex pains outside the eyeache 
or frontal headache, and make no mention of 
pains such as I refer to. The etiology of head- 
ache, common as the trouble is, is one of the 
most <lifficult problems physicians have to 
(eal with; its causes are so numerous and ob- 
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scure that any light thrown upon the subject 
should be helpful. 

Some of these painful phenomena are com- 
mon symptoms of ocular disturbances, either 
refractive or muscular, especially the pains 
about the head, and often promptly disappear 
with relief of the ocular defect, although we 
are occasionally quite disappointed to find no 
such good fortune after the most painstaking 
correction of the optical error or muscular 
imbalance, mathematically demonstrated to 
be accurate. 

There is nothing new about this. We all 
have had this experience. Such cases travel 
the rounds, going to one doctor after another, 
because the glasses or other work, done by 
those previously consulted, have failed to help 
them. The new man, even when he is prac- 
tically satisfied that the previous work is 
about right, either tells the patient that he 
can’t do any better, or makes some slight 
change in the glasses, hoping that he may 
make a center shot instead of just grazing 
the bull’s eye, and always with the same un- 
fortunate result. 

The ocular trouble being satisfactorily 
eliminated, we look naturally to other parts of 
the head for the cause, the nasal chambers and 
the accessory sinuses. 

But often before the nose is taken into con- 
sideration, many of these have been 
through various modes of treatment. The con- 
tinual drain on the nervous system of more 
or less constant discomfort brings about other 
phenomena, such as mild hysteria, imsomnia, 
(lyspepsia, functional cardiac symptoms, etc., 
which sends them far afield for relief, and 
only a happy inspiration of some one of the 
physicians consulted may lead them to the 
haven. Volumes have been written 
about the subject of nasal reflexes, and at one 
time it became almost a fad, like other med- 
ical and surgical crazes, which sooner or later 
were thrown into the scrap-heap, the good 
in most of them being eventually overlooked 
in the reaction following the extravagant 
claims for their value. 

Looking at the question, however, from a 
sane scientific viewpoint, we must admit the 
fact that pathological conditons of the nasal 
spaces, and their adnexa, are often responsible 
for reflex pains about the head and other parts 
of the body, as well as for other nervous phe- 
nomena, and should always be considered by 
the internist as a possible cause for various 


cases 


desired 
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morbid phenomena of obscure or uncertain ori- 
gin. Still, great care has to be exercised in 
laying the blame on the nose to avoid doing 
operative work in such cases, because, even 
with marked abnormalities in the nose, it may 
still not be responsible for the existing annoy- 
ances. 

So few noses are really free from anatomical 
defects that we would be kept busy if we were 
to attempt their correction in only a small per- 
centage of cases. In an examination of some 
thousands of adult skulls, marked septal devia- 
tion was found in seventy-eight per cent., and 
anatomists state that this is almost invariably 
acquired after seven years of age, as children 
under that age usually have a straight septum. 
It is because of this great percentage of crooked 
septums in adults that the submucous resection 
is performed so often without any real scien- 
tific basis for the operation. I have examined 
hundreds of cases with crooked séptums, who 
never had the slightest symptoms referable to 
the nose, except an occasional cold in the head. 
Since 1906, when I did my first submucous 
operation, after the introduction of the swivel 
knife of Ballinger in 1905, when everybody 
was doing them in the first wave of enthusi- 
asm about the operation, I have operated upon 
a number of them, but only on the more pro- 
nounced septal deformities, with the usual cos- 
metic effect of a straight septum, and some- 
times with no improvement of the nasal breath- 
ing, if I may believe my patients, as they 
claimed to be no better off than before. Of 
course when the nasal drainage was improved 
there was bound to be a physiological better- 
ing, but sometimes with hypertrophied middle 
turbinates present, I did not do this much. 

As Loeb remarks, “Deviation of the septum 
does not warrant operative procedure unless it 
causes some major deleterious symptom, such 
as marked nasal obstruction to breathing or 
drainage, sometimes with aural catarrh, tin- 
nitus, etc., because a very marked deviation 
may produce no objectionable subjective symp- 
tom.” 

Spurs in front, or midway. back, can be re- 
moved submucously without a complete sub- 
mucous. operation. But far back, over the 
vomer, the saw does the work better, as it is not 
necessary to be so careful of the mucosa in 
the back, as drying of the surface matters little 
in this locality, whilst it is to be deprecated 
in front. Spurs on the septum, especially if 
they impinge on the opposite soft tissues, are 
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a prolific source of nasal reflexes, sometimes 
pain in different localities, and occasionally in 
the mastoid with tinnitus, simulating ear 
trouble without any defect of hearing. 

The mental attitude of people with reflex 
troubles should always be taken into considera- 
tion, although all of them are not in the least 
to be classified as neurotic. We all know how 
a new treatment or a different operation affects 
some neurotic individuals so favorably that 
they apparently get rid of the trouble, be it 
pain or otherwise complained of, but it sooner 
or later recurs and they keep going the rounds 
---getting temporary relief or benefit from each 
change. This, however, cannot be said of re- 
sults that have lasted for months or years in 
the cases herein given. 

Headache and eyeache are frequent in the 
neurotic cases which have a form of vasomotor 
rhinitis, one or the other side being blocked 
at times, although in these subjects fatigue, 
worry, etc., seem to play their part in the mani- 
festations. 

Where the soft parts only are involved in 
such cases, we should be very careful about 
operative procedures, although this is one of 
the most satisfactory fields for the submucous 
operation if there is marked twisting of the 
septum. 

Otherwise, if the inferior turbinate is swol- 
len, as it often is, the linear cauterization with 
the galvanic cautery, the whole length of the 
turbinate under view with the palate retractor, 
will be an effectual method of treatment. | 
recommended this in my article in Burnett's 
system of Diseases of the Ear, Throat and 
Nose in 1893, and Sluder more recently has 
advised the same treatment without giving 
any credit to others who had previously done 
this, besides re-inventing the palate retractor 
I gave to the profession in 1888. 

The inferior turbinate should never be re- 
moved although the posterior end, when much 
enlarged, may be amputated. On the contrary, 
resection of the middle turbinate is called for 
whenever (quotation again from Loeb’s Nasal 
Surgery) “the turbinate interferes with the 
drainage of the adjacent accessory sinuses, 
when chronic suppuration or polypi are pres- 
ent, and when we have reflex pains, sneezing, 
epiphora, or hyperaesthetic nasal conditions, 
dependent upon enlargement and pressure of 
the middle turbinate.” St. Clair Thompson, 
one of our most eminent authorities, says that 
no ill effects follow the remova! of the middle 
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turbinate but that the inferior turbinate should 
never be removed. 

It is all important for free breathing and free 
drainage that there should be ample space be- 
tween the middle turbinate and the cushion of 
the septum. The septum is formed behind by 
the vomer below, and the perpendicular plate 
of the ethmoid above, and in front, by the so- 
called triangular cartilage, a vertical plate of 
artilage set in the angle of these two bones. 

The middle turbinate is like the ethmoid 
plate, part of the ethmoid labyrinth, attached 
externally, and curved inward and downward 
towards the plate without touching it, except 
in pathological conditions. Often as a result 
of repeated swellings from cold or otherwise, 
it comes in contact so often that abrasions take 
place, resulting in adhesions that become os- 
seous in character. 


This brings about various nasal reflexes, so- 
called, especially in neurotic subjects, and 


umong them, manifestations of pain in differ- 
ent localities. Deflections of the septum help 
in the production of these adhesions and are 
often regarded as the sole cause and operated 
on by a submucous resection without result, 
except a straightening of the septum which is 
flaccid from the removal of the gartilage and 
bone (which is never reproduced), and can 
only be beneficial when there are no osseous 
adhesions high up. This is especially the case 
when such adhesions exist, as they often do, 
on both sides. When there is mere contact 
without actual bony union, and particularly if 
on one side only, it is beneficial, but when the 
hypertrophy of the turbinates is bilateral, nei- 
ther the drainage of the nose nor the breath- 
ing is improved. This is a self-evident fact if 
you wll keep the anatomy of the parts in 
mind, 

Hence, I claim that such pathological con- 
ditions as I have mentioned are as much a con- 
traindication for the submucous operation as 
those you are all familiar with, viz, syphilis, 
tuberculosis, chronic troubles of the heart, kid- 
neys, etc. 

In these cases obstruction of free drainage 
or free respiration can be obviated by a partial 
resection of the middle turbinate, and in some 
by a practically complete resection without any 
deleterious effect and often with very marked 
benefit. This same treatment is especially ap- 
plicable to cases who are subject to repeated 
attacks of cold, and I have numbers of them 
where a partial resection of the middle turbin- 
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ate, by improving the drainage and the respira- 
tion, has resulted in doing away entirely with 
this tendency to colds in the head. 

The submucous operation is preferably called 
for in three special conditions besides the one 
mentioned above: First, when the septum 
curves over to one or the other side so as to ob- 
struct the nostril to the detriment of respira- 
tion or drainage; second, when it interferes 
with catheterization in the treatment of chronic 
aural catarrh; third, when a marked “S” 
shaped septum causes more or less obstruction 
on both sides. Even where imperatively called 
for, it is sometimes necessary to amputate the 
middle turbinate or break up osseous adhesions 
afterwards. 

In 1899 I presented a paper on headache, 
ocular and nasal, before the Tri-State Associa- 
tion; several years later another before the 
Medical Society of Virginia, and reported a 
number of cases cured by this simple process 
instead of an elaborate operation. In other pa- 
pers since, I have called attention to similar 
cases that came under my observation. This is 
no fad of mine, as I am not alone in this point 
of view, for I appreciate and know the value 
of the submucous operation in suitable cases 
and do it when necessary; but do know that 
it is done much too often and in many cases 
that are not suitable for it, where a simple 
operation would give the desired result. 

I could present to you a long list of cases 
like the few to which I am calling your atten- 
tion, to exemplify my remarks, but these few 
added to the many I have already recorded 
are enough for the purpose. Several of my 
cases had had a submucous done by previous 
attendants without any result. 

Casrt No. 1. Miss D., stenographer, 25, Oc- 
tover 1920, has had pain in her head and right 
shoulder: has hyperopic astigmatism which 
was properly corrected by another specialist, 
but with no relief of the pain. Nose, no patho- 
logical deflection of the septum, but marked 
ballooning of the submucosa on the left side 
which was much reduced by cocaine and ad- 
renalin, left middle turbinate enlarged and 
adherent to septum. Removal of the tur- 
binate gave permanent relief. I saw this case 
recently and she has had no return. 

Case No. 2. W. G. N., city, age 21 (colle- 
gian), pain in neck and back, eyes refracted 
without result, septum deflected to the right, 
turbinate of the same side hypertrophied with 
resulting marked pressure. Partial resection of 
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the turbinate, instead of a submucous, was done, 
and the result was perfect relief (less trauma- 
tism, less loss of time and less expense). 

Case No. 3, December 1920, Miss M. L., 21, 
constant pain in the head not relieved by cor- 
rection of the refractive error. No pathologi- 
cal deflection of the septum, pressure and ad- 
hesions of the turbinate on the right. Local 
treatment for some months and the glasses 
gave no permanent relief. Did a right turbin- 
ectomy in October, since then has had no pain. 

Case No. 4. January 1921, Mrs. KE. W. H.. 
40, pain in back of head and neck. Refracted 
her which gave some relief, and family physi- 
cian treated her for sometime without avail. 
Slight- deflection of the septum, and adhesions 
between the septum and the turbinate on the 
right side. Amputation of the turbinate after 
separating the adhesions gave almost immedi- 
ate relief. 

Case No. 5. Mrs. J. S. E., West Va., age 
28, almost constant headache. Came to see me 
in February, 1921 Eyes refracted and no re- 
lief, no pathological deflection of the septum. 
some bulging on the left, but the right side is 
apparently straight, pressure of turbinates on 
both sides but the left is worse. Left turbin- 
ectomy gave relief from headache. 

Case No. 6. January 1921, Mrs. T. S. W.. 
age 35, pain in neck and shouder for several 
years, had various treatments and no result. 
Has slanting hyperopic astigmatism, but cor- 
rection cid not relieve, septum twisted to left 
and adhesions between it and the turbinate. 
Was in doubt about a submucous or a left tur- 
binectomy, but did the turbinectomy with en- 
tire relief from this long continued chronic pain 
and the resulting nervous symptoms. As her 
husband said, I made a new woman of her. She 
was subject to repeated colds, has had none 
since the operation. 

Case No. 7. March 1921, Mrs. D., city, age, 
#5, constant pain in head and back of neck. 
Has been refracted without relief, also a tur- 
binectomy done with the same result; very 
nervous and excitable. Septum deflected to 
the right so as to almost close the nostril. but 
has fair air space. The turbinectomy on the 
left side had left the posterior portion in con- 
tact with the septum, which when touched 
with the probe produced pain in the back of 
head and neck. Removal of this gave perma- 
nent relief and modified her nervousness. 

Case No. 8. June 1921, Mrs. E. H 
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stant headache. Refraction correction gave no 
relief; no pathological deflection of the septum; 
septum and left turbinate adherent. Amputa- 
tion of the turbinate gave relief from head- 
ache. 

Case No. 9. July 1921, R. B. F., 28, North 
Carolina, constant headache, repeated colds, 
chronic pharyngitis, mouth breather, septum 
slightly deflected to the right (not pathologi- 
cal), both upper meati tightly blocked by dense 
hypertrophy of the middle turbinates. Ampu- 
tated both with prompt relief, headache gone, 
doesn’t take cold, breathes well, and throat 
much improved. 


Case No. 10. October 1921, Miss B. M., 34, 


‘headache, eyeache and pain in back of neck 


Hyperopic astigmatism, refracted by a col- 
league with perfect correction, but no relief of 
the pain. Septum not pathologically deflected, 
but hypertrophy of the middle turbinate on the 
right with adhesions, turbinectomy gave prac- 
tically immediate relief. 

Case No. 11. Miss S., 31, constant headache, 
refracted correctly without avail (by some one 
else), septum not markedly deflected, but on 
the right side a bony projection from the 
vomer which brought it in contact with the 
lower part of a thickened turbinate with slight 
adhesions. Turbinectomy gave practical re- 
lief of headache; was done three months ago 
and only one or two slight headaches since. 
This case is not well as there is more or less 
tendency to granulations since the operation. 

Case No. 12. W. W. L., 25, pain in right 
shoulder and neck for twelve months, none in 
head, right middle turbinate blocked upper 
meatus and pressed upon the septum. Its re- 
moval gave entire relief from the pain. 

I have simply reported these cases as ex- 
amples of results from this treatment, but have 
not had time since I was called on to present 
this paper to analyze them closely with appro- 
priate remarks in each case, but hope to elabo- 
rate this subject later. I have excluded pain 
from the various sinus troubles and none of 
these cases had any sinus complications. I 
wish, however, to call attention to the value of 
the nasopharyngoscope in examining the nose, 
both before and after operation, and it is aston- 
ishing how very little departure from an al- 
most normal picture is to be observed after a 
carefully performed turbinectomy. 


200 East Franklin Street. 
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AN ELECTROTHERAPEUTIC MISCON- 
CEPTION. 
THE SINUSOIDAL CURRENT.* 
By CHARLES A. PFENDER, M. D., 


Roentgenology and Electro-therapeutics, 
town University Medical School. 


Of late years there has crept into the minds 
of men and women engaged in the practice of 
medicine a distinct antithetical concept towards 
any reference, direct or remote, to electro- 
therapeutic or electro-surgical measures. This 
conflict has been engendered either surrepti- 
tiously or unconsciously and has led to the es- 
tablishment, or at least to the partial develop- 
ment, of a train of thought that is at variance 
with the true fundamental principles of elec- 
trotherapeusis, and which does not square with 
the accepted teachings of the masters in this 
important medical specialty. It would have 
served the purposes of altruistic precepts far 
better had this concept found an early grave 
or better still had it escaped prenatael ovula- 
tion. 


Washington, D. C. 


Professor of George- 


“Sweet are the uses of adversity; 

Which, like the toad, ugly and venomous, 

Wears yet a precious jewel in his head: 

And this our life exempt from public haunt 

Finds tongues in trees, books in the running 
brooks, 

Sermons in stones and good in everything, 

I would not change it.” 


The sound electrotherapeutic application of 
the healing art has ever been based on care- 
ful experimental research, thoughtfully accur- 
ate clinical observation guided by profound 
reasoning of superior intellectuality and 
directed by a cosmic cogency that brooked no 
interference and annihilated all atavistic 
tendencies. It predicated achievements to 
higher levels, surmounted chaotic unbelief and 
hurled unbalanced reason to ultimate fugita- 
tion. Premises such as these caused Guericke, 
Faraday, Galvani, our immortal Franklin, 
d’Arsonval, Tesla, Oudin, Roentgen, Coolidge 
and many, many others of equal fame to es- 
tablish a firm foundation on which to build a 
superstructure for achievements that will 
reverberate throughout eternity and ever fan 
the flame of scientific normalcy. 

The subtle undercurrent of electrothera- 


peutic nihilism which frequently finds its way 


in the pilastered corridors of the halls of 
learning is proof positive of a lack of under- 
standing, or a cynic manifestation of superior- 


*Read before the Medical Society of the District of Columbia, 
January 18, 1922. 
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itv—by no means charitable—and even an 
undisguised contempt for truly sincere en- 
deavors and conscientious efforts, sometimes 
finds a habitat. But fortunately, the more 
altrustic scientific student lends no ear to 
meditations of supinely genuflectic trepidation 
nor does he stoop to generalize in flatulent 
non-essentials when vital issues congregate 
around his service constellation. On the other 
hand, we have with.us always those prophetic 
souls whose astigmatic myopism fails to 
pierce the darts of hyper-cerebratory obliquity. 
Slipping on the brink of indecision they in- 
advertently incline to follow the line of least 
resistance and in the final count are num- 
bered with those beyond recall. For these 
poor misguided individuals we experience a 
deep sense of pity, and far be it from us to 
cast even an allegorical stone on the career 
of their choosing, for it is generously ac- 
cepted that they (know not what they do, and 
hence they are automatically relieved of all re- 
sponsibility. It is not so, however, with the stu- 
dent who basks in the egotistic cerulean halo of 
a sphere of scintillating radiance of self-pre- 
empted super-eminence. Such super-mental 
altitudes are not oft achieved and rarer still 
are they associated with a true breadth of 
vision necessary to bridge the gap “of might 
have been” to achievments truly great and 
wonderful. But even to these we cheerfully 
pay tribute and we feel honored to be seated 
at their feet; they at least add something 
tangible and constructive to our scheme of 
electrotherapeutic and electrosurgic revelry. 
But pray deliver us from the microcephalic 
type whose chief stock in trade is that of 
self-sufficiency upheld solely by an inflated 
sense of superiority and a degree of assaninity 
bounded by a measure of conceit that would 
effect his complete submergence in his own 
debris, were it not for the saving grace of 
true fraternalism. Of such an individual it 
may be truly said that 

sometimes serves us well,” 


“Our indiscretion 


and were it not for the fact that 


“There’s a divinity that shapes our ends, 
Rough-hew them how we will” 


we would many times be strongly tempted to 
withhold much necessary succor,—but 
“sive me leave 
To speak my 
through 
Cleanse the foul body of the infected world 
If they will patiently receive my medicine.” 


mind, and I will through and 








66 VIRGINIA MEDICAL MONTHLY. 


However, all the milk of human kindness 
has not been drained from our electro-thera- 
peutic cocoanut, nor is there any evidence that 
dire afflictions have warped our disposition, 
and I verily say unto you that the thought 
presented for your delectation has been in- 
spired to a large extent by the somewhat 
prejudicial conduct of hyperenthusiastic opti- 
mism manifested by the electrotherapeutist 
himself. 

For ages past the medical practioners and 
surgeons have been taught to hew a course 
most commendable and conducive to conserva- 
tism and this is singularly applicable to the 
surgeon. ‘Tis true, this may have had a tend- 
ency to change his once broad system of mental 
relay to a road-bed of narrower guage, per- 
haps fully as great or even more efficient than 
before; but it is not unlikely that-this may 
have deprived him of the added spurs, switches, 
turns and double tracks so necessary for whole- 
some expansion in various lines of endeavor. 
Is it so very surprising therefore to find that 
he promptly girded his loins and did go out 
to battle with what appeared to be a most 
formidable, but to his mind and possibility of 
conception, a more or less illiterate enemy? 
By no means. Promptly the battle rages and 
is fought by the rules of “might makes right.” 
and the survivor, to his surprise, experiences 
an anaphylatic reaction that doubles him up 
in an angio-neurotic fit of edematous propor- 
tions, which is gently and firmly moulded 
by the subtle alchemy of time into a respect 
most wholesome for his former adversary. 
And what is the result? Miscegenetic con- 
course—social or otherwise—tends to merge 
the two extremes into a homogenous entity 
whose fruition forms the bulwark of a new 


and broader era of medicine enthused by 
vouthful progeny and tempered by _ the 
maturer wisdom of generations past, both 


striving for the same goal, and both sharing 
the rewards of sacrifice and duty towards our 
fellow man. 


The wonders of the universe enthrall us by 
their grandeur. The harnessing of untold 
possibilities by human agencies seem puerile 
when we compare it with the thunder’s roll 
and the lightning’s flash. Both were accepted 
as positive proof of divinity and in olden times 
lightning was universally believed to be a 
manifestation of divine wrath. In those days 
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the brambles of superstition rent all cogent 
thought and heaven’s dome was divided into 
sections of good or of evil omen, and some- 
times held fatal to all undertakings. The 
planets coursed, centuries passed, and empires 
crumbled in the dust and still the superstitious 
thought that electricity was the voice of 
Jehovah prevailed, until old Ben Franklin— 
rest his soul—got out his little kite and key 
and set to right our trend of thought. How 
often have I meditated on: what might have 
happened to old Ben if he had used a copper 
wire instead of a cotton string and sat down 
on a barbed wire fence instead of a sour apple 
tree waiting for something to happen. His- 
tory as it is writ would have been robbed of 
much enchantment and at least one of the 
precious classic gems of literary spice, con- 
tained in the archives of the War Depart- 
ment, would have been lost to us forever. 

Probably the first —electro-therapeutist 
known was Scribonius Largus, a physician, 
who lived during the time of Tiberius (A. D. 
14-37), and who made use of the Raja tor- 
pedo-fish for rheumatism. The Grecian phi- 
losopher, Thales of Miletus (born 641 B. C.), 
was probably the discoverer of electricity. 
The ancient Phoenecians found floating upon 
the waters of the Baltic sea a beautiful trans- 
parent gem. This the Greeks called “elec- 
tron.” Thales discovered that this gem, known 
as amber, acquired by rubbing, certain pro- 
perties and developed a certain force 
tricity. 


elec- 





Two thousand years elapsed before any 
great study of the properties of amber or 
electron was made. It remained for William 
Gilbert (1540-1602), a pioneer in the study 
of magnetism, and well known as the Court 
physician of Queen Elizabeth, to astonish all 
Europe by his experiments and from his labors 
sprang the science of electricity. 

The first electric machine was devised by 
Otto von Guericke of Magdeburg, in 1630. It 
consisted of a globe of sulphur on an axle to 
be turned by the hand while a cloth was 
applied to the globe. The friction of the 
cloth upon the sulphur brought forth sharp 
sparks of electricity; it was the precurser of 
the now well known static machine. Barely 
fifty years ago, the electrical knowledge of 
the entire world was confined to a few static 
sparks, a magnet, a voltaic pole and the fara- 
dic coil, while today the electric current, har- 
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nessed by human agencies in the form of light, 
heat and power has produced a revolution in 
the arts and sciences, in the channels of eom- 
merce and in the application of diagnostic 
and therapeutic medicine. 

It has been most aptly stated (Grover) that 
“To medical men generally, electricity is a 
mystery and its effects only psychic. While 
few writers of books on neurology recognize 
the beneficial effects of electricity, the recom- 
mendations they make for its application en- 
gender a feeling of pity for their understand- 
ing of modern methods. Whenever the word 
electricity is used without specifying the 
modality to be used, a total lack of understand- 
ing is as apparent as in the statement ‘drugs 
may be tried’ for this or that condition with- 
out specifying what particular drug should 
be prescribed.” 

“No field in medicine offers greater encour- 
agement for study and application than does 
that of electrotherapy. Electricity in its 
many modalities has greater power in restor- 
ing functional conditions and arresting or- 
ganic changes than all the drugs mentioned 
in our pharmacopeia. Electricity is by no 
means a cure-all, but the wide-range of its 
applicability. its vitalizing and stimulating 
force to every cell of the human body make 
it a resourceful agent in medicine.” 

“The results of therapeutic value from any 
electric modality are in direct proportion to 
the skill of the operator. The harm result- 
ing from the unskilled operation of these 
modalities emphasizes the necessity of a course 
of instruction in the use of electrotherapeutic 
apparatus.” 

“While we are becoming comfortably seated 
in the chair of scientific electrotherapy we 
have not yet adopted a uniform technic of ap- 
plication. 
proficient. works out a technic satisfactory to 
himself, but there are certain basic principles 
that guide us all, and the better understanding 
we possess of those principles and a careful 
working out of the problems which confront 
us, the sooner will we be able to adopt a uni- 
versal method of application.” 


Each operator, as he becomes more 


“John Wesley was the first person to write 
in the English language a treatise on 
tricity. 
as follows: ‘Before I conclude, I would beg one 
thing from the gentlemen of the faculty and 
all who desire health and freedom from pain. 


elec- 


I quote from his concluding remarks, 
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either for themselves or their neighbors. It 
is that they would none of them condemn 
they know not what; that they would hear 
the cause before they pronounce sentence; that 
they would not pronounce peremptorily 
against electricity while they know little or 
nothing about it. Rather let every candid 
man take a little pains to understand the ques- 
tion before he determines it. Let him for 
two or three weeks (at least) try it himself 
in the above named disorders. And then 
his own senses will show him whether or not 
it is a mere plaything or the noblest medicine 
yet known to the world.’ 

“Are not these words as true today as when 
uttered by that great preacher one hundred 
and sixty years ago? His apparatus consisted 
of a primitive form of static machine and the 
Leyden jar. He would insulate the patient, 
charge him with static electricity and draw 
sparks from his body. His method greatly 
influenced metabolism and he secured results 
without having the slightest idea of how or 
why this was so. 

“James Graham was probably the first 
electricity quack. He flourished in England 
about one hundred and forty years ago, and 
from that time to the present the world has 
suffered from him and his ilk. Graham’s 
chief specialty was the treatment of sterility, 
and its cure was effected by sleeping in the 
celestial bed at the modest fee of fifty pounds.” 


Static electricity had been used as a remedial 
agent for nearly fifty years before galvanism 
and faradism were discovered. These new 
discoveries in the electrotherapeutic field bid 
for a time to displace static electricity, large- 
ly due to the difficulty of construction of suit- 
able machines, but “it is a fact that no other 
high potential apparatus has yet been pro- 
duced which will induce the physical effects 
of the tissue pulsation with resulting tissue 
drainage.” and static electricity will always 
maintain the eminence it has achieved in medi- 
cine, 

Again did progress halt for still another 
half a century. Boulders of ignorance. ob- 
structive bulwarks of misdirected energy and 
rampant quackery sought in vain to pierce the 
mental fog of vague conception. After years 
of hopeless plodding and aimless indiscretion 
—at a time when the status of electrical en- 
deavor seemed bereft to every vestige of the 
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proverbial silver lining of hope—there burst 
upon the world a veritable shower of scintillat- 
ing radiance of rejuvenated activity that bid 
fair to revolutionize and far surpass the lofti- 
est visionary fields of the philosophic dreamer 
of modern thought. 

Thoughts long dormant were cast into the 
smoldering crucible of experimental research 
and there emerged a product of superior ex- 
cellence which crystallized in the discovery 
(1885-1890) of the now well known high fre- 
quency currents by d’Arsonval, Tesla, Oudin, 
Marconi and others. 

The intensive study of light phenomena 
followed closely in its wake, and in 1895 the dis- 
covery of the X-ray by Roentgen inaugurated 
a new era of therapeutic cosmos that even to- 
day astounds the most credulous conservative. 
Until the discovery of the X-ray, electrothera- 
py Was groping in almost stygian darkness. 
Empiricism meandered through labyrinthean 
seas uncharted and only too often led to serious 
doubtful speculations that hurled the less 
courageous into abysmal  electrotherapeutic 
despondency. But when finally the concrete 
evidences of perceptive physical phenomena 
appeared, this specialty emerged from its form- 
er nascent state of unrequited longing to the 
well authenticated scientific basis which it has 
so recently achieved and promises to maintain. 

In the discussion of any electrotherapeutic 
measure, it is difficult to escape the inclusion of 
various modalities which are closely allied to 
any single subject under consideration. The 
discovery of the galvanic current is closely 
knit with the well recognized and associated 
properties of the faradic current and both are 
today playing an active part in the re-educa- 
tion and regeneration of such muscles as are 
wasted, and will incite a reaction to stimula- 
tion. It has been found, however, that another 
modality, which is rapidly becoming more gen- 
erally employed, combines in many instances 
the dual properties of galvanism and faradism 
with decided advantages over both. I refer to 
what is known as the sinusoidal current. 

The Latin word “sinus” means a bend, or 
curve, and the word “sine” is derived there- 
from. A sinusoid is “The curve of sines, in 
which the abscissas are proportional to an 
angle. and the ordinates to its sine.” 

In speaking of a sinusoidal current, there- 
fore, we mean a current which starts at one 
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polarity at zero, gradually increases to its 
limit of strenvth, and then gradually returns 
again to zero and then from the opposite polar- 
ity at zero increases in the same manner, thus 
producing an even sine wave. 

This sinusoidal current is galvanic in charac- 
ter, but the constant change of polarity pre- 
vents the electrolytic effect of the galvanic 
current, each positive phase being replaced 
by a negative phase. This current is less 
painful and more eilficient in many classes of 
cases where faradisin was usually employed. 
Moreover, the muscular contractions produced 
by this sine wave closely resemble physiolog- 
ical movements, and, in addition, one is en- 
abled to use it in a rapid or in a slow sine 
or when superimposed it is known as surging. 
In cases where the employment of either a 
faradiz or galvanic current causes so much 
pain as to interdict their satisfactory employ- 
ment, the sinusoidal current will promptly 
demonstrate its superierity by permitting the 
administration of more current with subse- 
quent contractions cf involuntary muscles 
without pain. 

The sinusoidal current. ts useful in eliciting 
reflexes; it is by seme considered the current 
of choice in inducing analgesic effects, both 
superficial or deep. Tt will induce mus*ular 
contraction without the necessity of placing the 
electrode over motor potnts and is exceedingly 
useful in restoring weakened back muscles. 
It develops the weakened muscles without over- 
stimulating the normal ones and is by some 
considered more efficient in the treatment of 
scoliosis than a plaster jacket could ever hope 
to be. It is particularly efficacious in stiffened 
joints , infantile paralysis, cervicobrachial 
neuritis. The asthenic neuro-circulatory con- 
ditions based on fatigue and toxic absorption 
in the blood are frequently removed by the 
application of the sinusoidal current with one 
electrode over the seventh cervical vertebra 
the other over the sacrum. 

Perhaps the foregoing enumeration of a few 
of these methods for the treatment of certain 
definitely known diseases which are particu- 
larly amenable to the employment of the sine 
wave current will be pardoned when we recog- 
nize that broad experience has emphasized its 
true value in so many instances, whenever it 
was properly employed. In this connection I 
ask you to accept as authentic the statement 
that today we have no better or more effective 
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modality for the treatment of the prolapsus 
of the abdominal viscera, intestinal stasis and 
the like, than the sinusoidal current. 

A comprehensive discussion of the subject is 
out of the question here, nor is it necessary, as 
most of you are more or less thoroughly con- 
versant with these conditions of gastro-intes- 
tinal pathology. Grover says “When the di- 
gestive function becomes better known we will 
know more about intestinal When 
knowledge is absent the children of ignorance 
and superstition play havoc with the home. 
The quack and patent medicine vendor come 
along with nature’s remedy tablets, liver pills, 
effervescing salts galore; the masseur with his 
squeeze; the osteopath and chiropractor with 
their adjustments; the homeopath with his 
dilutions; the regular with his calomel, jalap, 
epsom salts, oil, senna and 
paraftin oil; the proctologist with his colonic 


stasis. 


castor cascara, 


flushings: the surgeon with his appendectomies, 


gastroenterostomies, releasing kinks and_ sus- 
pension of ptosed viscera. 

“One dietitian recommends a ciet which 
leaves but little residue and another recom- 
mends a diet which yields a rich residue. 
Health-talks preach on the advantages of a 
strictly vegetarian diet, again on excess fruit, 
and still again on buttermilk and exercise. 
The hydropath advises enormous quantities of 
water and the patient gets fat and still is con- 
stipated. Others advise a four-mile hike and 
ten somersaults before breakfast. The gym- 
nast hangs by his heels and rolls a cannon ball 
over the abdomen and still dreams of a water 
closet. 

“The poor suffering human after being 
treated and mal-treated by some or all of these 
methods still prays for a natural evacuation. 
Man is the only animal who fails to answer 
the phone when nature calls. He is educated 
to thwart nature after his first vear. He may 
be what is called a law-abiding citizen and may 
obey some of the laws of health, but compliance 
with the notices from his sewer department is 
usually neglected. 

“The mechanism of man is_ particularly 
adapted to care for itself during strikes and 
brain storms. It will stand more punishment 
with less complaint than any other machine. 

“It has been stated before that nearly all 
diseases arise from deranged metabolism, and 
intestinal stasis is responsible for a large pro- 
portion of the derangement. Intestinal stasis 
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is followed by toxemias. Toxemia is a causa- 
tive factor in hypertension. Hypertension is 
followed by cardiorenal disease, arteriosclerosis 
and cerebral accidents. In an effort to clear the 
intestinal canal of toxic products great quanti- 
ties of blood are sent to the scene, the digestive 
organs are flooded and splanchnic neurasthenia 
is one of the results. Muscular efforts to clear 
the food tube force the abdominal contents 
downward producing a condition known as 
euteroptosis. This condition is usually accom- 
panied with adhesions and appendicitis. “A 
little physiological plumbing is preferable to 
cutting the system out. Operations are fre- 
quently followed by more adhesions and more 
intestinal stasis. The patient becomes a hope- 
iess neurasthenic and drifts from one physician 
to another, to the osteopath, the chiropractor, 
und finally, settles down to physic, petroleum 
and prayer. 

~The electrotherapist has no corner on knowl- 
elge of the digestive function, but he believes 
that the central nervous system controls all 
movements of the intestines through the vagus 
and splanchnic nerves, and that an enfeebled 
nervous system is the prime factor in all motor 
disturbances of the gastro-intestinal tract: con- 
sequently, his treatment is directed to the 
restoration of the nervous function. The better 
the understanding of the controlling factors of 
the nervous system, the better will be the re- 
sults of treatment. When the sympathetic is 
stimulated the secretory and motor activities 
of the gastro-intestinal tract are inhibited.” 

We have today no measure that will con- 
tract and dilate the muscular fibres of the 
intestines in a manner simulating natural move- 
ments as effectively as the sinusoidal current. 
It is easily and readily applied, causes no pain, 
anil promises speedy results. 

By placing one electrode over the second and 
third lumbar vertebrae and the other over 
the space at the left of the ensiform cartilage, 
with a current strength anywhere from 50 to 
150 milliamperes, using a sine wave that 
reaches its height by about 15 alternations per 
minute and applied about 15 minutes, increased 
gastric tone is noted at once. In intestinal 
stasis one electrode should be placed over the 
lumbar region, the other at different parts over 
the abdomen. In spastic constipation, the 
selected sites are the lower dorsal vertebrae 
and different areas over the colon. Abrams 
prefers to produce this result by applving one 
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electrode over the sacrum the other over the 
eleventh dorsal. The selection of fifteen alter- 
nations per minute is based on the fact that 
this is considered about the normal rate of 
physiological intestinal contraction. 

This brief resume of the effects of the sinu- 
scidal current readily indicates the employ- 
ment of this modality in many conditions of 
the gastro-enteric division of our Interior De- 
partment. I feel, however, that I have tres- 
passed heavily upon your time and _ patience. 
Permit me to state in conclusion that the suc- 
cessful treatment of disease is approached only 
through physiological observations, intelli- 
gent clinical investigations supplemented by ac- 
curate pathological, chemical and_ physical 
laboratory notes, including comprehensive x- 
ray studies. 

1206 Kighteenth Street, Northwest. 





SILENT STONES.* 
By W. LOWNDES PEPLE, M. D., F. A. C. S., Richmond, Va. 

The object of this rather brief paper is to 
put before you one or two rather unique cases 
with comments, suggestions, and deductions 
that. may lead somewhat off of the beaten 
track. 

We are prone to run away with theories; and 
when we get a really logical one, we often 
stretch it to the breaking point. 

Not many years ago some very able investi- 
gators discovered bacteria in the center of 
gall-stones. Hence, all gall-stones were caused 
by a primary cholecystitis. Now, if this were 
true of the gall-bladder, where it is so difficult 
for the patient to have an infection without 
symptoms, was it not truer of the kidney, 
where infections are known to exist and per- 
sist without symptoms? Presto! the thing 
was done. 

But there are many who are not quite ready 
to accept this very plausible theory in toto, 
that all stones are preceded by and due to an 
infection. 

If we turn the thing round, however, it will 
logically explain many cases and satisfy a 
great number of dull, hard-headed, unimagi- 
native practical people. These hold (and I 
am among them) that stones, however they 
got there, are often the exciting cause of 
serious infections. It is true of the gall- 
bladder, truer of the kidney, and truest of 
the appendix. 





*Read at a meeting of 


the Richmond Academy of Medicine 
and Surgery, April 11 22. 
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Does anybody know of a worse kind of 
appendicitis than the one caused by an entero- 
lith necrosing through? An infection may 
have caused the enterolith to form, but its 
bursting through is often the first demon- 
strable evidence of the existing infection. 

But whether stones in the gall-bladder and 
in the kidney are caused by infections, or 
whether, from disorders of metabolism, solids 
in the form of crystals drop out of a sterile 
solution to form a sterile stone, we leave for 
the scientists and debaters. 

There is, however, in this connection, a very 
practical fact that, is removed beyond the 
field of discussion; that is, that stones often 
lie silent in these organs for long periods of 
time, and when detected sometimes present 
very perplexing problems. 

Take the gall-bladder, for instance. 
have done a hysterectomy in which there were 
complications. Our best judgment tells us that 
the patient has had enough. An over-zealous 
assistant lifts up an appendix that can not be 


Say we 


denied. A few more precious minutes are 
gone. Then, to make the record complete, 


you reach up and find a gall-bladder full of 
stones. There you are! It is no text-book 
situation. It is a reality. 

You do not like to subject your patient to a 
second operation. The patient does not like 
it any better than you do. If anything, she 


likes it less. What are you going to do? One 
of three things: (1) Take a chance. (2) 
Wait a week and do a second operation. (3) 


Tell her they are there, and let them wait 
until they give trouble. 

Let’s consider these alternatives in detail; 
there is far more time to do it now than then. 

(1) Take a chance. Any mere operator 
‘an decide such a matter in a jiffy, but a sur- 
geon may be very deeply concerned as_ to 
whether this is the wisest and best course to 
pursue in the circumstances. If he does decide 
to do the gall-bladder operation, it would be 
well for him to have in mind the operation 
of cholecystotomy, so well described by Dr. A. 
Murat Willis in a recent paper read before 
the Southern Surgical Association. 

Provided the gall-bladder is not diseased 
(and there are many such that contain stones). 
to open it, take out the stones, close it, and 
drop it back seems a quick, clean, and practi- 
cal procedure. It seems far less hazardous 
than cholecystectomy or cholecystostomy, and 
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it leaves the upper abdomen nearer normal 
than does any other procedure. 

Dr. Willis does not claim originality for 
this operation, but he has certainly re-focussed 
attention upon it. I have never performed it, 
but it appeals to me very strongly. 

(2) Wait a week and do a second opera- 
ion. This is a conservative thing. It is not 
easy. I have done it, and have no cause to 
regret it, but I did not want to do it. 

(3) Wait for trouble. Remember, these 
are silent stones. Their arrival was symp- 
tomless, and their presence, for the time being, 
is innocuous. It is only the fear that they 
may do harm that makes us. want to remove 
them. I have seen stones so left go for years 
without giving trouble. Doubtless many have 
died of old age or intercurrent troubles without 
knowing they were there. If ten per cent. of 
us have them, as statisticians claim, lots of 
them must be silent; for, as the Irish would 
put it, “We never know we have them until 
we are dead.” In view of all we can learn, 
this third alternative of watchful waiting is 
not as primitive or ultra-conservative as one, 
at first blush, would think. 

Now for stones in the kidney. In the 
course of examination for other conditions, the 
x-ray is revealing many silent stones in the 
kidney and ureter. 

We used to think that a stone in the kidney 
necessarily gave rise to severe attacks of kic- 
ney colic. We were later taught that the 
silent area of the kidney was its cortex, and 
a stone there gave rise to no pain. It was 
the stone that projected into the pelvis, or that 
lay in the pelvis or ureter, that gave pain. 

Stones in any part of the kidney from cor- 
tex to pelvis, and even in the ureter itself, 
may be silent and symptomless for long periods 
of time; or, on the other hand, in any of these 
locations they may give rise to the most in- 
tolerable pain. One of the worst cases of kid- 
ney colic I ever saw was due to a stone no 
bigger than a grain of wheat, away out in 
the cortex. Its removal gave complete relief. 

In illustrating the foregoing remarks, | 
wish briefly to report three cases. 

Cask 1. E. W. 68, white, male, tobacconist, 
gave a history of frequent copious urination 
over a period of six or seven years. Five years 
ago, he had a suprapubic cystotomy done for 
an enlarged prostate. This proved not to be 
the case, but his wound took seven weeks to 
heal. For several years he has had some pain 
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from time to time in the right lumbar region. 

I saw him a little over a year ago. Thiz 
lumbar pain had been very severe for two 
weeks, and was accompanied by chills and 
sweats and fever. Examination revealed a 











Case I. Showing small triangular stone in the right kidney 
and large dendritic calculus in the left. 

large lumbar abscess which was opened un- 

der cocaine. It was pure colon infection, and 

probably came from an old post-caecal ap- 

pendix. The wound healed quickly, and the 

pain and discomfort rapidly disappeared. 

He was a great water drinker, and passed 
great quantities of pale, alkaline urine. All 
efforts to render it acid were unavailing. It 
was, otherwise, about normal. 

An x-ray picture revealed a small phos- 
phatie stone in the right kidney and a large 
dendritic calculus in the left. Here was a 
practical surgical problem; a man 69 years 
old, with a silent stone in each kidney. He 
has just recovered from a severe illness due 
to.a colon infection in his back. His urine 
is alkaline and nothing will keep it acid. A 
suprapubic incision drained seven weeks, 
probably from this very cause. He has never 
had kidney colic. If his stones are removed, 
will the wounds heal? If they do heal, will 
not the stones soon re-form in the presence 
of an obstinately alkaline urine? 

I asked myself these questions, and decided 
on a course of watchful waiting. More than 
a vear has passed. He is back at his work. 
He still urinates frequently and copiously and 








But he is back at his work and 
He has had no at- 


alkalinely. 
doing very satisfactorily. 
tacks of kidney colic. 


Casr 2. Mr. T., white, male, age 40, manu- 


facturer, came under my care in 1913. He had, 
returned 


a short time before, from South 











Case II. Showing small stone in the left and very large cal- 
culus in the left 


Africa, where he had been engaged in business 
for the preceding five or six years. He was in 
a general run-down condition, but there had 
never been pronounced kidney colic. He had 
noticed for some time a rather heavy deposit 
of a whitish sand in his urine, which first drew 
attention to his kidneys His urine was alka- 
line, and the deposit was phosphatic in nature. 
The urine contained a little pus, but was 
otherwise normal. X-ray revealed a small 
stone in the right kidney and a very large one 
in the left. 

The right one was removed first. It lay in 
the kidney substance at the corticomedullary 
line, and was taken out through a trans-cor- 
tical incison. It weighed two drachms. 


The second one was removed ten days later. 
It weighed one and one-eighth ounces and lay 
in the pelvis, which it greatly distended. This 
was removed by slitting the pelvis and shell- 
ing it out. It was technically much easier 
than the first. Both stones were phosphatic, 
and there were many scales and much sand in 
the left pelvis. 


and im- 
I saw 


The patient made a good recovery 
proved greatly in his general health. 


72 VIRGINIA MEDICAL MONTHLY. 


| May, 


him several months later. He had improved 
greatly but was still passing some sand, and 
had to take phosphoric acid continuously to 
maintain a faint acidity of his urine. I have 
not seen him for a number of years. His is 
the type of case in which we may expect re- 
currence. 

Casz 3. R. 3S. P., white, male, age 30, mer- 
chant, a native of Russia; fat, healthy and 
well-fed, states that he has never had a seri- 
ous illness, and in this he is borne out by his 
mother. He has never had cystitis or any 





Case Il. Actual size of stones in inches. 
trouble with his urinary tract. He has never 
had kidney colic or anything resembling it. 
Several months ago he applied for life in- 
surance and was turned down because there 
was a small amount of pus in his urine. Fol- 
lowing this up. a kidney-function test was 
done and an x-ray plate was made. These ex- 
aminations revealed the following data: 


Right kidney: Ureteral os considerably con- 


gested; urine contains abundant pus and 
blood; function, two per cent. for thirty 
minutes. 
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Left kidney: Ureteral os normal; urine 
normal, function, twenty per cent. for thirty 
minutes. 

There was a greater amount of water se- 
creted by the right than by the left kidney—a 











Case III. Showing large stony mass in right kidney. 


rather curious anomaly when one sees from the 
specimen how very little kidney-substance was 
left in this organ. 
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Here is a typical case of silent stone in the 
kidney. From childhood to manhood there 
was never an illness that could be associated 
with this condition, either as cause or effect. 
The man was enjoying perfect health. The 
discovery of this great mass of stones was 
purely accidental. 

The kidney, on exposure, proved to be so 
completely filled with the stony mass and 
multiple cysts that a nephrectomy had to be 
done. The operation presented no unusual 
difficulties, and the patient made an unevent- 
ful recovery. 


Before showing the few lantern slides that 
































Gross specimen cut longitudinally. 


The x-ray revealed a large, dendritic, stony 
mass occupying an area almost as large as a 
normal kidney. There no stone in the 
left kidney. 


was 


extent if 
kidney. 


showing 


Case III 


stony 


X-ray of specimen after removal, 
mass and cystic condition of what is left of 


illustrate the cases just reported, I wish to 
emphasize one or two conclusions. 

First, that stones may lie silent and symp- 
tomless for long periods of time in the gall- 
bladder and even it the common duct. 


That their presence does not necessarily 
mean that the gall-bladder or ducts are dis- 


eased, or that the contained bile is infected. 


That such stones, when found in the course 
of other abdominal operations, not infre- 
quently furnish a problem that calls for the 
soundest surgical judgment, at times requir- 
ing the courage to do nothing, which is the 
greatest of all courage, in some circumstances. 
It may be likened to lying still under fire. 


Secondly, that stones may lie silent and 
symptomless in the kidney over long periods 
of time, and that we should be on the alert 
to follow up trivial clues in order to detect 
them. 
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That, inasmuch as certain of them, notably 
the phosphatic type, tend to recur, we should 
be very certain that our patient will be better 
off for an operation, before executing it. 

That we should be especially on guard in 
the case of phosphatic stones in the presence of 
a persistently alkaline urine. 

That the internist and biochemist may never 
be able to dissolve stones that have formed, 
but that it is their duty to tell us how, when 
they are removed, they may be prevented from 
re-forming. 


1209 West Franklin Street. 





GALL BLADDER DISEASE.* 
By WILLIAM EARL CLARK, M. D., 


and 
MATTHEW W. PERRY, M. D., 
Washington, D. C. 


Before considering diseases of the gall-blad- 
der we have thought it advisable to mention 
briefly some of the newer conceptions con- 
cerning its anatomy and physiology. In this 
connection the recognition of the intimate con- 
tact of the blood stream to the hepatic cells is 
important. At places not even the usual thin 
endothelial layer seems to intervene, but the cell 
is directly bathed with blood. In parts of 
the liver at least, no intermediary lymph flow, 
such as is present in practically all other tis- 
sues, is employed. This largely makes possible 
the ability of the liver to excrete particulate 
matter in the form of bacteria or the particles 
of dyes intravenously injected. In sections one 
may at times see a red blood cell engulfed in 
an hepatic cell, many of the latter undoubtedly 
having phagocytic power. In typhoid fever 
the bile swarms with bacteria presumably thus 
picked out of the blood stream. This activity 
in eliminating bacteria from the blood has 
been thought responsible for many of the 
chronic inflammations of the biliary passages 
and bladder, it being assumed that in the 
passage out many become lodged in the mucusa- 
and are retained. Of late it has been more of- 
ten assumed, however, that a preliminary 
hepatitis is produced, an actual lodgement of 
organisms in the hepatic tissues, and that this 
secondarily sets up gall-bladder inflammation, 
as will be taken up more in detail later. 

Comparative studies are most instructive in 
forming an opinion as to whether or not the 
gall bladder in man serves a definite and use- 
ful purpose, or whether, like the appendix, it 


*Read before the Clinico-Pathological Society of Washingtor, 
D. C. 1921 
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is a worthless structure. In general, it may 
be said that all carnivora have gall-bladders, 
Those animals which do not are all herbivora. 
Many herbivora, however, do have them. ‘The 
cow, for example, does have, while the horse 
does not. But in all animals in which it is 
absent the process of digestion is more or less 
a continuous one and a continuous flow of bile 
might seem necessary, while in all those ani- 
mals in which digestion is an intermittent pro- 
cess gall-bladders are present. It seems to 
have been shown quite definitely, furthermore, 
that the sphincter of Oddi is a much stronger 
and better developed muscle than in _ those 
animals with gall-bladders. Mann of the Mayo 
Clinict has shown that in animals with gall- 
bladders, under light ether anzsthesia, the 
sphincter would stand on the average one 
hundred millimeters of water pressure, while 
in those without gall-bladders, under similar 
conditions, only thirty millimeters were with- 
stood. This would suggest a definite relation 
between the development of the sphincter and 
the presence of a receptacle for storage, and 
that this receptacle represents a part of a 
well worked out and elaborate physiological 
mechanism. For it must be borne in mind 
that the flow of bile is a continuous one, repre- 
senting as it does an excretion as well as a 
secretion. As a secretion, the flow is increased 
during digestion. As an excretion, represent- 
ing the elimination of waste products, es- 
pecially those from the destruction of worn out 
red blood cells, a constant flow is implied. 
sile plays a most important role in digestion 
and absorption. Some mechanism for the 
storage of that part produced in the inter- 
digestive period would seem a necessary and 
wise provision of nature. Otherwise, just so 
much of a valuable digestive fluid would be 
lost. On the whole the mass of evidence seems 
to point to the gall-bladder as a physiological 
structure of a definite value, when not dis- 
eased, and such seems to be the opinion now 
generally held. 

The small capacity of the gall-bladder has 
probably been the chief reason for the under 
estimation of its value. It seems to be able 
to store such a small part of the total liver 
secretion. Analyses, however, show that the 
bile pigment of the gall bladder bile is in a far 
more concentrated form than in liver bile. 
Sodium taurocholate, for example, is sixteen 
times more concentrated in the former. Re- 
cently Rous and McMaster, working at the 
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Rockefeller Institute, have shown by direct 
measurements in dogs that the gall-bladder 
concentrates liver bile from six to ten times, 
largely by absorption of water. It thus be- 
comes evident that the gall-bladder is per- 
fectly able to store the secretion of the inter- 
digestive period. 

The mode of emptying of the gall-bladder 
is a complicated problem and one on which 
workers are not agreed. It has been commonly 
assumed that as material from the stomach 
enters the duodenum a reflex nervous mechan- 
ism is called into play which causes contraction 
of the musculature of the gall-bladder with 
consequent emptying. ‘This idea has been en- 
larged by Melzer who believes that in this 
reflex mechanism there is coincident contra- 
innervation of the sphincter of Oddi with re- 
laxation of the latter. And it is on the basis of 
this theory of contra-innervation that Lyon’s 
ideas are founded, magnesium sulphate being 
supposed when applied to the duodenal 
mucosa to set into action this reflex mechanism. 
Many investigators feel, however, that in man 
the gall-bladder musculature is far too scanty 
to effect an emptying in this way. Micro- 
scopic sections show, indeed, very little muscle. 
As observed at operations, any wave of con- 
traction seen in the gall-bladder is a very 
feeble and ineffective one. Still, the colicky 
pains seen in duct obstruction, suggest rather 
violent contractions and do not fit in with 
these observations. There are investigators who 
believe that emptying occurs largely through 
variations in intra-abdominal pressure. Sweet 
of the University of Pennsylvania® is of this 
opinion. We have recently tried a number of 
cases to find that this is the case. With the 
duodenal tube in place, we have had the pa- 
tients strain as at stool and have applied pres- 
sure by manipulation and by binders and it has 
been possible in most cases to obtain a rather 
scanty flow of bile. But this has not been the 
black bile which one would expect from the 
gall-bladder but ordinary golden yellow bile. 
We are still working on the problem and plan 
to report more in detail concerning it at a 
later date. Many observers of the Lyon 
method feel that the dark bile which one ob- 
tains by it represents more or less of an in- 
complete and passive emptying of the gall- 
bladder, incident to the general flow from the 
liver and relaxation of the sphincter of Oddi. 
Recent work suggests‘ that the dark bile repre- 
sents a concentrated liver bile resulting from 
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hepatic stimulation by absorbed magnesium 
ion, or liver bile in which the bile salts have 
become oxidized in the passage out.® It seems 
at present that one cannot form an opinion 
as to the mode of emptying of the gall-bladder. 
The whole represents a problem which ought 
to be settled by some research laboratory with 
well controlled experiments. This should put 
an end to the many clinical ideas on the sub- 
ject now appearing. 

When one considers that next to affections of 
the appendix diseases of the gall bladder come 
as the second most frequent cause of intra- 
abdominal disease, it seems worth while to col- 
lect as much useful clinical data as possible to 
further interest and aid in the recognition of 
these upper right quadrant conditions. 

Until the last few years there was little in 
the text books to aid in making an early diag- 
nosis of gall-bladder disease. The profession 
was familiar mostly with late manifestations, 
like gall-stone colic, blocking of the common 
duct with subsequent jaundice, or the more ag- 
gressive infections attended with chills, fever, 
and distended palpable gall-bladder. 

Deaver, McCarthy and Jackson and others 
have for sometime called attention to the re- 
lationship between the pathology of the stom- 
ach, duodenum, appendix, gall-bladder and 
pancreas. They have urged physicians and 
surgeons to study their cases with this rela- 
tionship in mind. They feel that from their 
study of a vast amount of pathological ma- 
terial, almost always with frank disease of one 
of these organs, there are associated changes 
in one or another of the other organs men- 
tioned. They feel that inflammatory changes in 
one serve as a focus from which infections 
spread to the others. Thus, chronic appendi- 
ceal inflammation is thought to unload in- 
fectious material into the portal stream which 
sets up an _ hepatitis and _ cholecystitis. 
Lymphatics from the latter drain into the 
nodes at the head of the pancreas and thus pro- 
duce changes in the latter. The connection 
with peptic ulcer is not so easily traceable; but 
certainly it is most common to find associated 
at operation, chronic inflammatory changes in 
the appendix, gall-bladder and head of the 
pancreas. 

Rosenow ‘called attention to the fact ‘that 
organism of the cocci group have a spécial, 
almost selected, tendency to infect the gall- 
bladder. Infections of thé gall-bladder seem 
to act quite like infections in any of the other 
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hollow abdominal viscera. They seem to come 
by way of the blood stream, often setting up 
an hepatitis as well as a cholecystitis. The fre- 
quency of appendiceal disease as a forerunner 
of gall-bladder and liver disease has long been 
stressed. McCarthy was able to produce like 
changes in dogs by injection of pathologic 
bacteria into the appendiceal vein®. Clinically, 
they have found that sections of liver removed 
with the gall-bladder show in almost every in- 
stance an hepatitis as well as a cholecystitis. 
Even in sections removed at points quite dis- 
tant from the gall-bladder an hepatitis could 
be demonstrated, indicating that such had not 
been produced by contiguity to an infected 
gall-bladder. Some experiments of Mann are 
of interest in a study of the pathology of the 
gall-bladder. In the course of experiments 
on dogs with Dakin’s solution, he found an 
apparently chemical inflammation of the gall- 
bladder which gave him an interesting lead. 
He made further experiments with the gall- 
bladder and liver as the chief points of inter- 
est. By the intravenous injection of eight to 
ten c.c. of Dakin’s solution, he found that 
there occurred a prompt inflammatory change 
in the gall-bladder and to a less extent in the 
liver. This inflammation in the gall-bladder 
came about so promptly and occurred with the 
cystic duct ligated, so that he felt that the 
irritant reached the gall-bladder through the 
blood stream. A further interesting obser- 
vation in this work was the fact that the 
fundus of the gall-bladder was the place where 
changes were seen to take place first. This 
corresponds with the idea that infections in 
the gall-bladder are carried by the blood 
stream and not as a rule through the bile. In 
the early cases of cholecystitis what seems to 
be the starting point of the infection is in the 
fundus of the gall-bladder. 

In Smithies’ analyses of one thousand cases 
of gall-bladder disease, he stresses the rela- 
tion of bacteriemias, septicemias, or chronic 
lymphatic infection to gall-bladder disease. 
Typhoid fever naturally led the list. Tonsil- 
litis, scarlet fever, pneumonia, infected teeth, 
and chronic rheumatism had been other im- 
portant infections. He seems to rather stress 
early infections occurring in childhood. 

Barker’ speaks of patients who seem to have 
a family tendency to migraine attacks, dia- 


betes, arteriosclerosis, and obesity, as being es- 


pecially liable to gall-bladder disease. 
Attacks of headache, dizziness, languor, loss 
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of appetite, nausea and vomiting come under 
the syndrome called by the patient “bilious 
attacks.” These attacks often seem to be simi- 
lar to attacks of migraine. There has been 
a tendency of late to interpret these attacks 
as transient functional derangements of the 
liver. That is, the pendulum has swung back 
to much the same view clinicians held years 
ago. Many such attacks seem to be of gastro- 
intestinal origin mainly and, although there 
is no way of proving that the liver is even 
involved in a functional way, it does seem 
probable that with an overloaded, deranged in- 
testine, there might readily be enough toxic 
material in the porta! circulation to derange 
liver function for a time at least. Repeated 
attacks of functional derangement may, after 
a time, produce structural derangement in the 
liver and biliary passages. The most’ strik- 
ing feature in the etiology of gall-bladder dis- 
ease, however, seems to be the fact that in a 
very large per cent of cases a history of 
appendicitis is obtained, or at operation deti- 
nite pathology is found in the appendix neces- 
sitating its removal. In going over our cases 
this seems to be borne out. We have 
another pet theory which, while difficult or im- 
possil.le to prove, is such a strong physical 
impression that it seems worth mentioning, 
namely, that there is a relationship between 
chronic stasis, irritation of the colon from 
frequent use of cathartics until organic changes 
are produced, and appendicitis. 

Pregnancy or childbirth seems to definitely 
predispose to gall-bladder disease due, it is 
tought, to the extra cholesterin content of the 
blood and stasis through pressure. At the 
M: vo Clinic the proportion of women to men 
is given as about seventy-seven to twenty- 
three and about ninety per cent of the women 
have borne children and had had their first 
attack of cholecystitis in close relation to their 
pregnancies. 

As stated previously, the infection seems 
to be blood borne and the early changes are 
probably in the mucosa, first at the fundus, 
and, depending on the virulence of the in- 
fection, the inflammation may spread slowly or 
rapidly. The early changes are more or less 
congestion or slight infiltration but probably 
not enough to be detected by palpation or even 
inspection if the abdomen were open. Smith- 
ies states that unless there has occurred ex- 
cessive mucous secretion and the bile is so 
thickened that it is forced from the gall ducts 
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with difficulty such gall-bladders are frequent- 
ly at operation pronounced normal and remain 
untouched. He feels that this type of gall- 
bladder is seemingly the foundation type for 
the majority of gall-bladder ailments, that it 
is the actively infected type and the most fre- 
quent forerunner of the purulent, necrotic, 
gangrenous and perforative complications. 
In these cases the gall-bladder is distended, as 
a rule, with old bile with great increase of 
mucus and cholesterin. Clumps of leukocytes 
with exfoliated epithelium and micro-organ- 
isms are frequent. If the swelling about the 
cystic duct obstructs the orifice the distention 
may be quite marked. In about fifty per cent. 
of the cases sand or stones are found. It seems 
that stones may be formed in a relatively short 
time instead of taking years to form as has 
been thought in the past. The stones seem to 
form about these clumps of exfoliated cells or 
leukocytes and not infrequently micro-organ- 
isms are found in the centers. The lymphatic 
glands about the cystic duct are swollen and 
in cases of recurrent attacks of acute chole- 
cystitis the glands may be so hard and _ in- 
durated as to make the operator suspect malig- 
nancy. The finding of these enlarged glands 
is sufficient indication for puncture of the gall- 
bladder and examination of its contents 
Usually, infected altered bile, excess of leuko- 
cytes and debris are found. Increase in the 
vascularity and bleeding always suggests an 
infected gall-bladder. In some cases the walls 
of the gall-bladder are infiltrated and thick- 
ened and cultures from the wall are positive 
for streptococci and staphylococci and colon 
bacilli while the cultures of the gall itself are 
relatively sterile. 

Malignancy of the gall-bladder occurs in 
two forms; one projecting into the cavity as a 
fungating growth, the other infiltrating its 
walls. In another stage it may appear as a 
localized plaque in the walls of the gall-blad- 
der. Most often these growths occur at the 
fundus, though it is not unusual to have them 
occur at the entrance of the cystic duct, causing 
obstruction and dilatation of the gall-bladder. 
Long continued irritation, as by stones, seems 
to be an important factor in the production of 
malignant disease. 

In the clinical study of patients with chole- 
cystitis it would be a wonderful advance if in 
suspected cases we could drain the contents 
of the gall-bladder into a relatively sterile 
duodenum and aspirate for investigation 
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microscopically, macroscopically and chemi- 
cally. Vincent Lyon’ sincerely believes that 
by his method of introducing the duodenal 
tube and injecting the sulphate of magnesia 
he can in almost every instance relax the sphinc- 
ter of Oddi and produce reflex contraction in 
the gall-bladder with expulsion of the contents 
of the latter into the duodenum. He claims 
that this gall-bladder or “B” bile can be dif- 
ferentiated from duct bile, or the later flow 
of bile from the liver. He claims that he has 
time after time obtained pathological bile full 
of clumps of desquamative epithelium, lueko- 
cytes, sand, and bacteria identical with that of 
bile later removed from the gall-bladder when 
the patient comes to operation. He feels that 
in many instances he can determine the capa- 
city of the gall-bladder from the amount of 
“B” bile obtained. At the Boston meeting of 
the A. M. A., both the papers read and the 
discussion showed the great interest that had 
been aroused and how widely clinicians all over 
the country were trying out the Melzer-Lyon 
method of biliary drainage. It seemed as 
though it had not only aroused interest in this 
method but on the whole problem of liver and 
bile passage Smithies was perhaps 
the most enthusiastic supporter of Lyon, re- 
porting seven hundred cases in which it had 
been done. Others had doubts if Lyon was cor- 
rect in his interpretation of the phenomenon. 
Einhorn was of the opinion that the dark “B” 
bile was the result of stimulation of the liver 
cells by the salts and that it was a concen- 
trated liver bile mixed with duct and perhaps 
gall-bladder bile. He doubted if the magnes- 
ium salts produced gall-bladder contraction. 
Dr. Willy Myer and he had watched the gall- 
bladder when the abdomen was open in patients 
who, previous to operation, had swallowed the 
duodenal tube. The magnesium salts were in- 
jected in the usual way and, as mentioned be- 
fore, the gall-bladder did not seem to contract. 
Others beside Einhorn doubted if Lyon could 
be certain in his deductions of all the differ- 
ential steps of the procedure. Lyon absolutely 
stood his ground claiming that in cases with 
the «rall-bladder removed dark concentrated 
“2B” bile was not obtained. Occasionally, in 
cases where the operation had taken place 
months previously, a darker more concentrated 
bile might be obtained but Lyon claims that 
this came from a dilatation of the larger bile 
ducts that had occurred in a compensatory 
way after the gall-bladder had been removed. 


disease. 
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He felt it was definite evidence that in human 
beings the gall-bladder had a definite use, 
namely, to store and conserve bile during the 
inter-digestive period. He restated the close 
sunilarity of what he could obtain from the 
duodenum and the contents of the gall-bladder 
at operation; that is, the color, viscosity and 
mucous content, the finding of cholesterin 
crystals, leukocytes and organisms which at 
culture were identical to both. 

When the smoke of battle had cleared, I had 
the impression that the majority of members 
felt that the darker “B” bile might come in 
part from the gall-bladder but that they 
doubted if it could be so definitely segregated 
as Lyon claimed. ‘They seemed to feel that 
the magnesium salts did stimulate a marked 
increase of biliary flow and that the gall-blad- 
der contents were mixed with this general 
flow. There seemed to be considerable doubt 
about a reflex muscular contraction of the gall- 
bladder which could bring down at one stage 
distinct gall-bladder bile. ; 

The case reported recently of a patient 
with a duodenal fistula rather throws evi- 
dence on Einhorn’s side but their observations 
did not seem to cause Lyon to retract from the 
stand he had taken. More recently®, by ob- 
servations at operation with the tube in place, 
it has been shown that a dark bile, like “B” 
bile, may be obtained without any emptying 
of the gall-bladder whatever. We have been 
using biliary drainage according to the tech- 
nique of Lyon for some months past. We feel 
that in some cases it is a dfinite aid in making 
a diagnosis, more especially in duct disease, 
but we do not feel that it can be relied on more 
than other laboratory methods. If the history 
and physical examinations cause us to suspect 
the gall bladder or bile passages and at several 
different times we get a concentrated bile with 
clumps of debris, excess of leukocytes, e¢ 
cetera, it is evidence in favor of liver or bile 
duct disease. The finding of numerous pus 
cells in cases of catarrhal jaundice is indisput- 
able. We have not been convinced that one 
can rely on it sufficiently to send a patient to 
operation unless all the other clinical data 
would warrant such a decision. We feel that 
there must be a great deal of further work 
done before the Melzer-Lyon method can be 
discarded, or relied on with great faith. 

That leaves clinicians much where they were 
in making a diagnosis of cholecystitis, gall 
duct and pancreatic, as well as liver disease. 
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The carefully worked up history and thorough 
physical examination with x-ray studies, gas- 
tric analyses, urine and feces reports, as well as 
the study of the duodenal contents, must all 
be considered together. 

From going over a series of cases, especial- 
ly the ones that have come to operation, we 
are of the opinion that a large proportion of 
patients with cholecystitis give groups of 
symptoms that are more or less characteristic, 
at least suggestive enough to cause suspicion 
of the gall-bladder. We say a large propor- 
tion give some such group of symptoms. There 
are quite a number, may be fifteen or twenty 
per cent. that have so little trouble that they 
consider themselves to be well until a sudden 
acute attack, or a series of acute attacks, leads 
them to consult a doctor. Even in this group, 
especially after cholecystitis and stones have 
been demonstrated at operation, close question- 
ing will usually elicit some of the usual symp- 
toms that are considered suggestive of gall- 
bladder disease. 

“Woman, fair, fat and forty, belching gas,” 
has been much used to suggest a type of indi- 
vidual prone to gall-bladder disease, especially 
stones. It is not likely that there is a 
definite type of individual that can be con- 
sidered especially liable to gall-bladder disease. 
Women, as previously mentioned, are much 
more apt to develop gall-bladder infection 
and it seems to be about forty years of age 
when the clinical picture has become definite 
enough for a diagnosis to be made. In most of 
our cases there was the early history of infec- 
tious diseases, repeated attacks of tonsillitis, 
and not a few cases seemed to come in such de- 
finite relation to attacks of influenza that one 
could not but feel that it was a positive factor. 
Enough of the women gave the onset of their 
trouble from pregnancy to emphasize this rela- 
tion also. 

The early recurrent attacks of headache, 
nausea, vomiting and occasional fever were 
present in a large percentage of our cases, and 
evidence that seemed in favor of the fact that 
these so called bilious attacks do at least part- 
ly involve the liver is that a number of these 
patients finally had a more severe attack as- 
sociated with pain, abdominal tenderness and 
definite jaundice, bile stained urine, e¢ cetera. 
Most of the cases gave a history of irregular 
attacks lasting a few days, with a tendency for 
the attacks to become more frequent and more 
severe. They would consider themselves to be 
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quite well in the interval, though many had 
to select their food with more care. A patient 
with a damaged, infected gall-bladder is more 
apt to have an unstable digestion. They have 
less of an element of safety for abuse, and 
dietary imprudence is apt to lead to an at- 
tack. Another group gave symptoms that 
were more constant, a weight or pressure with 
tenderness under the right costal arch and al- 
most continuous gaseous indigestion. Even 
these cases had the more acute exacerbations 
at irregular intervals. 

Pain is apparently the most common symp- 
tom of cholecystitis. It is usually in the epi- 
gastrium. It comes suddenly and leaves sud- 
denly. Often it is associated with gas and 
the patient describes this as a fullness, a pres- 
sure or even a bursting sensation, and belching 
almost always gives at least partial relief. Heat 
internally and externally is usually gratifying 
and often gives relief. Some of the more 
severe attacks are of such intense nature as to 
involve the diaphragm so that the patient can 
not get a full breath. The pain is often re- 
ferred along the right costal arch and thence to 
the right shoulder girdle. These severe agoniz- 
ing attacks nearly always indicate stones and 
are only relieved by full doses of morphia. 
Nausea and vomiting are frequent accompani- 
ments and it is not unusual to see the pain 
suddenly relax its grasp after a spell of vomit- 
ing. With the more severe infections there is 
usnally a chill or a series of chills with fever. 
The leukocytes are increased from twelve 
thousand to twenty thousand and, upon exami- 
nation of the abdomen, a very tender sensitive 
right epigastrium is encountered. In a few 
cases, a distended, very tender gall-bladder 
can be made out. The gall-bladder is capable 
of tremendous distention. 

Unless the case progresses ta a state of 
empyema of the gall-bladder, or gangrene after 
a few hours to a few days, the attack subsides 
and there is another interval of apparently 
fair health. 

In the interval many of these cases have a 
normal or a very slightly increased leukocyte 
count. Often, fairly deep pressure can be made 
in both the right iliac region and over the gall- 
bladder without much pain. Under the fluoro- 
scope, however, many of them show a tendency 
to pylorospasm and from time to time they re- 
tain food in the stomach longer than the nor- 
mal time. Jaundice is present in twenty-five 
or thirty per cent of the cases and it seems 
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to occur almost as frequently in the patients 
without as with stones. Many patients have 
severe attacks of colic that one would feel sure- 
ly was due to attempts to pass a stone and 
yet at operation only a cholecystitis without 
stones is found. In these cases the patient 
may have succeeded in passing the stones and, 
if the stools had been carefully searched, the 
stones recovered. This is a possibility, but it 
does seem as though an attack of cholecystitis 
can give very severe pain, difficult or impossible 
to differentiate in all cases of gall stones. 

Pancreatitis is very apt to be associated where 
the diseased gall bladder has run on for months 
or vears. Pancreatitis as a complication usual- 
ly causes interference with absorption, more 
‘rapid loss of weight, and loose stools often 
containing an excess of fat. Gastric analysis 
often shows hyperacidity in the early stages. 
Many cases show normal values but, by the 
time the cases have run on to the chronic stage 
or to the point where a definite diagnosis is 
made and the patient operated on, the gastric 
analysis usually shows low acid values. 

Malignant disease of the gall-bladder occurs 
in relatively a small percentage of cases. The 
finding of a hard nodular mass in the region of 
the gall bladder in a patient giving a history 
of strongly suggestive attacks of cholecystitis 
is very suggestive of malignancy of the gall- 
bladder. In a case recently seen, illustrative 
of this, there had been an attack of cholecystitis 
eight months previously. At the time of this 
attack, and apparently the only attack, there 
was a chill followed by temperature of one 
hundred and three or four, pain over the gall- 
bladder, excess of gas, et cetera. The attack 
had subsided in about a week but he had not 
felt well since. As his symptoms seemed to 
point definitely to a chronic gall-bladder infec- 
tion, it was decided to have him operated on. 
At operation there was a mass of adhesions 
with much suspicious, hardened tissue about 
the gall-bladder. A bit of this tissue was ex- 
amined and found to be malignant. 

In conclusion, we want to again state that 
from a study of our cases we feel that chole- 
cystitis occurs much more frequently than is 
usually supposed, and that early infectious 
diseases, focal infections like tonsils, sinuses, 
and teeth, are often present as forerunners of 
the gall-bladder infections. Many of the cases 
give histories of recurrent gastro-intestinal up- 
set which seems to involve the hepatic system. 
Chronic inflammation of the appendix is prob- 
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ably the most frequent cause, certainly accom- 
panying the cholecystitis in three out of four 
cases. An associated hepatitis is present in a 
large proportion of cases and it seems probable 
that the infection of both the liver and the gall 
bladder is blood borne. The Melzer-Lyon 
method of biliary drainage has not in our ex- 
perience given us reliable enough information 
to make us regard the findings more valuable 
than other laboratory methods. 

We are reporting the following case because 
we think it illustrates many points in the paper: 
(1) She gives a history of chronic tonsillar in- 
fection and the tonsils are found definitely 
diseased. (2) Since the age of 14 she has had 
recurrent attacks of what she calls “bilious- 
ness” characterized by loss of appetite, vomit- 
ing, headache and, of late years, tenderness 
in the upper right abdomen. In April of this 
year, accompanying one of these attacks, she 
had definite jaundice and fever. 

Mrs. W. age 29 (NS No. 73), October 26, 
1921, C. C. Jaundice with temperature, vomit- 
ing and pain and soreness over the g. b. region 
last July. Loss of eleven pounds of weight 
since that time and more or less soreness over 
the gall-bladder region. 

P. H.—Measles and chicken-pox as child. 
Unstable nervously since the age of fourteen. 
Since that age she has had attacks which she 
calls “bilious attacks” characterized by loss 
of appetite, nausea and vomiting, headache and, 
of late, tenderness in the right upper abdomen. 
She has also been annoyed by frequent and 
transient soreness in the right iliac region. 
She has had several attacks of tonsillitis, the 
last in January 1921. 

P. I.—Besides the jaundice above mentioned, 
she has had constipation, nervous instability 
amounting almost to melancholia at times, and 
mucus in her stools. She has also been an- 
noyed with excess of gass in the stomach and 
lower bowel. 

PuysicAL Examination shows under-nutri- 
tion, infected tonsils, devitalized teeth; some 
tenderness under both right and left costal 
margin, a spastic not tender cecum. 

She had a low gastric acidity ; negative blood 
and urine. 

X-ray study was negative except for some 
gastro-enteroptosis and evidence of colitis. 

Diacnosts.—Cholecystitis with acute exacer- 
bation July, 1921 (probably from infected ton- 
sils), mucous-coltitis and constipation. 

The following cases illustrate apparent re- 
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lation between appendiceal and gall-bladder 
disease and also the relation of gastric analyses 
and other symptoms: 

Ist—Mr. C., age 50 (NS No. 16), May 21, 
1921. History of gaseous indigestion, loss of 
weight and lack of endurance, extending over 
approximately three years. Attacks of severe 
right abdominal pain with some fever two 
years previously, diagnosed at the time im- 
pacted bowels or appendicitis. No other de- 
tinite history of appendiceal trouble. At opera- 
tion, in addition to a chronically inflamed and 
contracted gall-bladder filled with stones, an 
adherent and largely obliterated appendix was 
removed. 

2nd.—Mrs. W., age 46.(NS No. 76), April 
11,1921. Had typhoid fever at the age of fif- 
teen. Appendectomy fifteen years ago at Mayo 
Clinic, for chronic appendicitis. Gall-bladder 
palpated at that time and said to be diseased 
but could not be removed because patient was 
standing operation poorly. Temporary relief 
was soon followed by soreness in right upper 
abdomen, often amounting to attacks ef rather 
severe pain, going through to right shoulder, 
gaseous indigestion, constipation, lack of en- 
durance, and many neurotic manifestations. 

Her gastric analysis showed slight hypo- 
acidity. Operation revealed a chronically in- 
flamed gall bladder surrounded by quite de- 
finite area of hepatic cirrhosis. Cultures from 
the gall-bladder wall (tissue) gave an unidenti- 
fied coccus and also a colon bacillus. 

3rd.—Mr. F ..—age 44 (NS No. 25). Had un- 
stable digestion since the age of twenty-four, 
frequent attacks of diarrhea and also attacks 
characterized by pain and pressure in the 
epigastrium, often at night. He had a definite 
gastric hypo-acidity. No definite history of 
appendicitis obtained. Operation revealed a 
chronically inflamed and thicked gall-bladder 
filled with thick jelly-like bile, white plaster- 
like material, and few stones of the same 
material. The appendix showed adhesions 
and evidence of chronic inflammation. 

4th.—R. J.—age 56 (NS No. 36), Aprile 5, 
1921. Had no previous infections of import- 
ance and had been in perfect health until eight 
months before seeing him. At that time he 
had an attack characterized by pain and sore- 
ness in the right upper abdomen, temperature 
of one hundred and three to four, nausea, no 
jaundice. Symptoms cleared gradually at the 
end of a week. From that time on he lost 
thirty pounds in weight, and was frequently 
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troubled by bloating of the abdomen, by ver- 
tigo, and later by anginoid pains. His gastric 
acidity was moderately increased. Operation 
revealed malignancy of the gall-bladder. 
5th—Mrs. L. H.,—age 45 (NS No. 31), June 
8, 1921. Had three children, the last two years 
previously. Had rheumatic fever as a child, 
also measles and much tonsillitis. Quinsy 
four years ago. No typhoid. Influenza 1918. 
Appendectomy for acute appendicits June, 
1921. Three weeks before seen, after a meal 
containing hot rolls, strawberry ice cream and 
cucumbers, developed severe epigastric pain 
of colicky type, relieved by morphine sulphate. 
This recurred twenty-four hours later with re- 
lief in the same way. On the following ‘day 
she was distinctly jaundiced and her urine 
was dark. She had no fever or vomiting. 
From this time until her operation four weeks 
ago, she had several similar attacks, one of 
which was followed by jaundice. Between at- 
tacks she had practically no digestive symp- 
toms. Operation showed chronic cholecystitis 
but no stones. 
1029 Vermont Avenue, Northwest. 
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SURGICAL SIGNIFICANCE OF PAIN IN 
THE LEFT SIDE OF ABDOMEN.* 
By R. L. PITTMAN, M. D., Fayetteville, N. C. 

It is not my intention here to enter into 
the general discussion of the differential 
diagnosis and treatment of the numerous 
conditions likely to produce pain in the left 
side of the abdomen, neither do I wish to take 
up conditions usually produced by gen- 
eral pelvic inflammation in which the uterus, 
tubes, ovaries and sigmoid are all matted 
together by adhesions. My reason for pre- 
senting this paper was brought about by hav- 





_*Read before the ‘l'ri-State Medical Association of the Caro- 
linas and Virginia at its annual meeting in Norfolk, Va., 
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ing had for treatment several patients suf- 
fering with chronic and more or less severe 
pain in the left side ef the abdomen and low 
down across’ the back, in which cases an eli- 
minative diagnosis was the only way to ar- 
rive at a diagnosis with any degree of accur- 
acy. With such patients we have x-rayed the 
kidneys, including the kidney pelvis, cathe- 
terized the ureters, eliminated enlargement of 
the spleen, dislocated kidney, etc, all with 
negative findings in this particular condition. 
Vaginal examination may or may not reveal 
the inflamed condition of the left tube and 
ovary. In many instances a dilated portion 
of sigmoid can be palpated and, on pres- 
sure, a gurgle can be detected as is sometimes 
noticed in the region of cecum during vaginal 
examination. 

Our attention for the past decade, or I 
might say two decades, has been directed 
almost entirely to the conditions of the right 
abdominal 


side of the abdomen and upper 
region. At the same time conditions in a 


similar way may take place on the opposite 
side and it is for this reason that I wish to 
call your attention to a few findings which 
have been brought to our attention in some 
of our cases. In 1907 Lane wrote his first pa- 
per on the so-called Lane’s kink; in 1909 
Jackson presented the condition designated 
by him as a membrane, which was known as 
Jackson’s membrane. These two conditions 
were prevalent in the region of the terminal 
ileum and cecum. In 1911 and 1914 Royster 
called attention to adhesions in the left side 
of the abdomen. 

My attention, as stated before, was directed 
to this condition chiefly because of the ab- 
sence of. findings which would otherwise ex- 
plain pain which the patient had and, upon 
investigation at the time of operation, we 
have found in several cases adhesions of the 
sigmoid in its upper portion, which are of an 
obstructive and painful nature. The aches- 
ions were forcing the sigmoid to come well up 
on the fallopian tube, plastered down to the 
side of the pelvis or, it may be, looped over in 
front of the tube. Such patients usually pre- 
sent themselves complaining of the following 
symptoms: As a rule the patient is an un- 
married woman or may be the mother of two 
or three children, usually 25 to 35 years of 
age, with a history of painful menstruation or 
with some difficult labor; pain in the left side 
which extends all the way from the left an- 
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terior superior spine up to the splenic flexure 
of the colon; obstinate constipation and, in a 
few cases, occasional -attacks of diarrhea. 
They frequently complain of patn on defeca- 
tion, with an expression commonly used by 
the patient of a stoppage. Thorough purga- 
tion usually relieves such patients tem- 
porarily, only to return when the sigmoid fills 
up again. There is no tenderness or rigidity 
of the abdomen and it is diffcult to say just 
where the pain is most intense. In my experi- 
ence, pain has been more pronounced in lower 
left abdomen and low down across the back. 

X-ray examination under fluoroscope is of 
great help in the diagnosis of this condition, 
although it is by no means to be depended 
upon as a final and unquestionable diagnosis. 
The explanation for this is that the sigmoid 
may assume many positions due to the irregu- 
larity of its attachments which are considered 
normal We have derived much from simply 
passing the tube up the rectum and watching 
its ascent with the fluoroscope, noting any 
point of obstruction that it meets in the lumen 
of bowel. In this way a loop of the sigmoid 
can usually be determined. -These patients 
are operated upon by median incisions; pel- 
vic inflammation is ‘first looked after, dis- 
eased tubes or ovary on the left side receive 
proper treatment, and the sigmoid js ex- 
amined thoroughly. In some cases the sig- 
moid may be adherent, as mentioned above, to 
the wall of the pelvis or to the tube or ovary. 
In this event, tension is made on the upper 
portion of the bowel and adhesions divided. 
A rectal tube is now passed to make sure 
that the bowel has been freed and normal 
lumen of bowel has been restored. After 
freeing the sigmoid, it is again placed in its 
normal position. The ascending colon is next 
examined. There we have found equally as 
many adhesions as we have in the sigmoid; 
in fact I have found in a few cases the posi- 
tion of the descending colon to be more dis- 
turbed than that of the sigmoid. This is 
usually true in the last three or four inches 
of the descending colon. In this portion, the 
bowel is abnormally plastered down to the 
abdominal wall, almost rigid and, in many in- 
stances, smaller than the normal bowel, with 
what appeared to be a dilated portion above. 
As illustrative of these findings and results 
derived from operation, I wish to report the 
following cases, which will serve to substanti- 


| May, 


ate results tc be expected in such cases and 
from such treatment. 

Case 1. Female, age 34, chronic sufferer of 
constipation; pain low down in the back and 
left side. This patient at times would go 
anywhere from a week to two weeks with- 
out a bowel movement Patient was very sal- 
low and a picture of chronic toxic condition 
which one would expect from intestinal stasis. 
This patient was an unmarried woman, did 
office work, and was naturally in a stooping 
position most all the time. Her urine con- 
tained a trace of albumen, no casts, increased 
quantity of indican. Exploratory incision 
was made and nothing found except exten- 
sive adhesions of the sigmoid to left tube 
and ovary, which was normal. Adhesions 
were freed and treated in the manner men- 
tioned above. I saw this patient a short time 
ago. Since the time of operation, which was 
two years ago, she has been greatly improved. 
completely relieved of constipation, except 
for an occasional attack for only a day or 
two, general condition good, no pain in the 
left side. 


Case 2. Female, age 28, mother of two 
children. The last delivery was by forceps 


and very difficult. This patient was brought 
to the hospital with a tentative diagnosis of 
absolute obstruction, with a history of chronic 
constipation, pain in the region of the coccyx 
on defecation over a period of one and one- 
half years, which was soon after the birth 
of her last child. The condition was so acute 
that immediate operation was deemed best and 
at the time of operation extensive adhesions 
of the sigmoid were found, with a marked 
contraction of the lower two inches of the 
descending colon with almost a band-like con- 
dition at this point. The adhesions were freed 
and treated as mentioned above. The patient 
made an uneventful recovery. This patient 
was operated on fourteen months ago. In 
answer to inquiry a short time ago, patient 
stated she was free of pain, had gained ten 
pounds, and constipation was entirely re- 
lieved. 

Case 3. The third patient was one who 
had gone the rounds including the osteopath, 
finally going to Johns Hopkins Hospital and 
having thorough x-ray examinations. She 
was given a report that she had adhesions of 
the sigmoid, descending colon and an_ in- 
competent ileo-cecal valve. This patient was 
advised to have her appendix removed and 
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adhesions freed. In this instance I made a 
median incision and removed the appendix 
which showed evidence of chronic inflamma- 
tion. I found a very fixed condition of the 
descending colon and upper portion of sig- 
moid. This patient had suffered severely 
from attacks of headache, nausea and vomit- 
ing, and the most obstinate form of constipa- 
tion, with pain more or less over the entire 
abdomen, but worse in the left side. Pelvic 
organs were negative. This woman was 
marvied, 14 years of age, and was the mother 
of five children While this patient has not 
been entirely relieved, I have seen her at in- 
tervals and she has doubtless been benefited a 
great deal. 

Case 4. The fourth patient was an un- 
married woman, 32 years of Indefinte 
history of pain in the left side, extremely con- 
stipated, relieved by purgation, pain in the 
back in the region of sacrum and coccyx, was 
very nervous and at times suffered from mel- 
ancholia. She consulted a stomach specialist 
who gave her an x-ray examination with a 
diagnosis of chronic inflammation of the sig- 
moid and descending colon with adhesions. 
Advised an operation. This patient came to 
me for operation and the findings in this 
were similar to those mentioned 
The sigmoid in its upper two or three inches 
very much smaller than normal, would 
hardly admit the finger, and was evidently 
the seat of incomplete obstruction or, to say 
the least, retarded the progress of intestinal 
contents. These adhesions were freed and 
while the patient was in the hospital she re- 
quired very little purgation. After the third 
day her bowels moved regularly, and her gen- 
eral condition improved a great deal, suffi- 
ciently to warrant her having had the opera- 
tion. 

Case 5. Female, age 34 years, no children; 
marked dysmenorrhea for a number of years; 
was curetted three years practically no 


age. 


case above. 


Was 


ago, 


relief. Chief complaint, pain in the left side. 
Operation: Both ovaries had small clear cysts 
present. Sigmoid looped over tube and round 
ligament well forward. This was most 
marked case I have seen. 

Case 6. Female, age 36, three children 


living and well. Patient picture of marked 
intestinal stasis, showed loss of weight; chief 
complaint at time of admittance was pain in 
lower left abdomen and low down in back. 
Dilated condition of bowels in region of up- 
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per sigmoid could be made out. Operation: 
Tube, ovary and uterus negative. The sig- 
moid formed a complete loop over the left 
tube and round ligament to which it was per- 
manently fixed. 

Eriotocy: The enumerated condi- 
tions as probable causes are purely speculative, 
based entirely upon the history and findings 
on physical examination of patients at the 
time they presented themselves for treatment. 
Most common of these are hemorrhoids, ischio- 
rectal fistula in ano-rectal fissure, 
varicose veins of broad ligaments, stooping 
position, constipation, difficult menstruation, 
difficult labor, ete. 

We find on searching our records that dur- 
ing the past two years, we have operated on 
twenty-three such cases which showed the fol- 
lowing very interesting findings: 

Nine cases had hemorrhoids present at time 
of operation ; 

Three cases had been operated on for hemor 
rhoids; 


above 


abscess, 


Two, cases for ischiorectal abscess: 

One case for fissure of rectum: 

Two cases at time of operation had vari- 
cose veins of broad ligaments. 

Practically all of them were victims of ob- 
stinate constipation. 

Six cases were individuals who had followed 
office work or whose daily occupation required 
them to be in a stooping position almost con- 
stantly. 

You will see from the report of these cases 
that something can be done for chronic con- 
stipation which has reached the stage of final- 
ly producing adhesions or at least being the 
result of adhesions, the physical condition of 
these patients being such as to prevent them 
from performing the actual duties of life. I 
do not think the diagnosis will always be ac- 
curate; in some cases it can be depended upon 
but in others it will be difficult to determine. 
Sooner or later, however, I believe greater 
consideration will be given this portion of the 
intestinal tract and the left side of the abdo- 
men will be considered a surgical entity and 
receive attention in proportion to the vital or- 
gans located in the left side just as the right 
side has justly received it in the past. 








The American Child Hygiene Association 

Moved its headquarters from Baltimore to 
532 Seventeenth Street, N. W., Washington, D. 
C., the latter part of April. 
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REPORT OF CASE OF MELANOTIC SAR- 
COMA OF THE CHOROID.* 


By COURTNEY EDMOND, M. D., D. D. S., Clifton Forge, Va. 


W. I. S., 36, locomotive engineer in lumber 
camp, consulted me April 9th, because of slight 
impairment of reading vision. He stated that 
during the past four weeks he had been unable 
to read with accustomed facility, the print 
becoming indistinct after slight effort, particu- 
larly if observed from certain angles. Patient 
is father of eight children, two of whom he 
thinks may need glasses according to his own 
observations. He has been a healthy, hard- 
working man, having had but few childrens’ 
diseases, and, possibly diphtheria. Many 
years ago he sustained two severe falls with 
blows on the head which rendere! him un- 
conscious each time, but neither was in sufli- 
ciently close proximity to affect eye now dis- 
eased. Thinks he may inherit “bad blood” be- 
cause his father had many boils, but no posi- 
tive venereal history elicited. 

Case Nores. 

Patient is robust, blond type of working 
man, weighing about 150 pounds. There is 
nothing in the history or external appearance 
of his eyes to suggest other than case of simple 
refraction. Skin dark, sallow color, but no 
argyrosis-like spots of pigmentation discern- 
ible. Vision O. D. and O. S. 20/30; Tn. equal 
and normal to palpating finger. Muscle bal- 


ance: 2 degrees esophoria distance; prism 
duction normal, of the asthenic type. No di- 


plopia in any part of visual field; but there is 
absolute scotoma in upper temporal field right 
eye, consistently corresponding to affected eye- 
ground. Irises of light blue; pupils equal 
reacting normally, the right being, possibly, 
a trifle sluggish if viewed under plus twenty 
lens. Homatropine for refraction: pupils 
dilate synchronously and equally; fundus of 
left eye normal. Right eye, at one meter, with 
ophthalmoscope, gives whitish-yellow reflex, 
whiter nasalward. Retinoscopy suggests plus 
half sphere O. S., shadow O. D. being too dis- 
torted; but with trial frame both eyes accept 
the plus sphere. Close inspection of right eye 
fundus, direct method, instantly reveals a gib- 
bus, somewhat kidney-shaped growth, about 
size of pea, apparently occupying the lower- 
nasal quadrant of equator, projecting with a 





*Reported at the meeting of the Virginia Society of Oto- 
Laryngology and Ophthalmology, at its semi-annual meeting 
in Roanoke, April 13, 1922. Operated upon later. 


| May, 


beautifully clear-cut border into the vitreous 
and slightly encroaching on the optic dise, 
looking straight in. The direction of growth 
seems to be slightly upward and outward. The 
rest of the fundus appears normal. Tumor of 
grayish color, firmly anchored, with retina 
closely adherent. No undulations, no interrup- 
tions in course of retinal vessels. The latter 
descend anteriorly from tumor to the normal 
level, leaving usual fundus tint between tu- 
mor and ciliary region. Posteriorily there is 
a “great desire to look around the tumor,” so 
sharply defined is its outer limit or edge, re- 
marked Dr. Hedges. Beneath the surface of 
growth a net-work of new vessels can be faint- 
ly seen, one or two larger than the others 
louping toward the surface. Four or five deep- 
iv pigmented specks can be seen within tu- 
mor substance, two or three directly in course 
of vessels. Transillumination with electric 
bulb on sclera of little diagnostic value, al- 
though fundus tint seems a trifle darkened 
nasalward. 

Patient had experienced no pain up to April 
%th and had always considered the affected 
eye his “good eye”. He was of the same 
opinion on this date, when examined, and, 
naturally, accepted my diagnosis of malig- 
nancy with misgivings. As the semi-annual 
meeting of the Virginia Society of Oto-Lar- 
yngology and Ophthalmology was to be held 
at Roanoke on the following Thursday, I per- 
suaded patient to accompany me there, where 
the case was exhibited, with ample confirma- 
tion of the diagnosis. At this time, three days 
after first seen, the optic disc was half-hidden, 
so rapid had been growth of tumor. The eye 
was enucleated the following Monday, eight 
days after original visit, when the optic dise 
was completely obscured. A few days prior 
to operation, patient developed pain at the 
bridge of nose, which was of increasing annoy- 
ance until the enucleation, when it ceased. 
The blind area in upper-outer field of right 
eye was enlarging subjectively almost daily 
until patient realized vision in this eye was 
doomed. However, the sarcoma having been 
diagnosed in its first, or pre-irritative, stage, 
with moderately prompt surgica! intervention, 
the prognosis becomes the more encouraging. 
The enucleated globe was forwarded to Dr. E. 
Guy Hopkins, of Richmond, who kindly 
favored me with patholological report, as fol- 
lows: 


“EXAMINATION OF Eye: The fundus pre- 
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sents a globular tumor 8 mm. in diameter at 
the inner, lower side of the optic nerve, push- 
ing the optic nerve upward and outward and 
the retina into the vitreous. Microscopic ex- 
amination of the tumor shows the structure of 
DiaGNosis: Melanotic sar- 


melanotic sarcoma. 
coma of the choroid 


A PLEA FOR GREATER EFFORT IN 
THE CONSERVATION OF HEARING IN 
ACUTE DISEASES OF THE MIDDLE 
EAR AND MASTOID.* 


PEERY, M. D., Lynchburg, Va. 


By E. W. 

The prevalence of ear diseases resulting in 
partial or total impairment or hearing certain- 
ly makes the subject selected a suitable one for 
discussion. Public interest has for a long time 
been actively concerned in the conservation of 
vision, and nearly all the states have laws to 
prevent ophthalmia neonatorum and to safe- 
guard the eyes against injury in industrial 
plants, yet little been done toward an 
organized effort in the prevention of deaf- 
ness. This responsibility rests primarily with 
the medical profession, and falls more heavily 
upon the general practitioner than upon the 
otologist, because these diseases, in larger num- 
ber, are first under his care. 

The general practitioner and pediatrician 
should, with regard to ear infections in chil- 
dren, make a careful routine examination of 
the ears in all cases in which fever is present. 
It cannot be emphasized too often that to the 
wan who treats children, the otoscope is just 
as necessary as the stethoscope. The prev- 
alence of adenoid and tonsil disease and the 
exanthemata in childhood, and the frequency 
with which aural inflammations are found as- 
sociated, render frequent use of the otoscope 
imperative. 

The general practitioner should be familiar 
with the changes that take place in the tym- 
panum in the many diseases of childhood. He 
will not forget that in the very small child, 
violent crying will cause the drum membrane 
to become flushed temporarily, and that in cases 


1as 


of severe head colds, and in some of the 
exanthemata, the usual congestion of the 


mucosa is not confined to the nasal and _ post- 
nasal cavities, but involves, more or less, that 
of all of the accessory air spaces, including 
the middle ear cavity and, of course, may cause 
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*Read before 
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varying degrees of congestion of the drum 
membrane. 
It would hardly seem necessary to warn 


against myringotomy except in cases of un- 
mistakable bulging of the drum membrane, yet 
I believe it is often done when not necessary. 
While hasty myringotomy may be objection- 
able, yet in cases of active hyperaemia or con- 
gestion I would urge careful and frequent 
examinations of the ear’ so that as soon as there 
is bulging of the drum membrane it may be 
incised promptly and free drainage established. 
This is all important in the prevention of 
changes which are responsible for the vast 
majority of deaf ears. 

It may seem unnecessary to say that extreme 
caution should be taken in the effort to avoid 
contagious diseases, such as severe colds, in- 


fluenza, measles and searlet fever, which cause 
of the upper air passages; and, 
when these diseases are found, the greatest 
care should be taken to prevent ear complica- 
tions. 

All cases of so-called catarrh or chronic dis- 
charge from the nose should be referred to the 
rhinologist, for there is no more fertile cause 
of ear trouble than cases of ozena and suppura- 
tions attending sinus and ethmoid disease. 
The latter affections almost invariably involve 
to some extent the eustachian tubes and there- 
by endanger the hearing apparatus. 

In children subject to earaches or acute in- 
fections of the middle ear, the cause is usually 
found to be swollen or infected adenoids and 
tonsils, and of course, their removal is impera- 
tive, for the fact that the length of the 
eustachian tubes in small children is short and 
the lumen large renders infection easy. 

Ballinger savs that 66% of diseases of the 
middle ear are due to adenoids. They harbor 
infection and prevent ventilation and drainage 
of the eustachian tubes and middle ear, causing 
congestion and thickening of the mucous mem- 
brane lining the entire tubo-tympanic tract. 
This often results in an exudative catarrh with 
perhaps distinct organization of the exudate, 
and possibly adhesions. If the vault of the 
pharynx is cleaned out and treatment started 
early in these cases, the hearing will not be 
If long delayed, there will be more 
The more ac- 


congestion 


damaged. 
or less permanent impairment. 
tive infections leading into middle ear suppura- 
tions and mastoid disease, demand the most 
painstaking care if we would protect the in- 
tegrity of the ear. 
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The anatomical structure of the mastoid 
must be considered in its relation to the 
etiology and treatment of mastoid disease. 
Pneumatic mastoids are found in 40%, diploic 
in 20%, and mixed in 40% ; so we have pneu- 
matic cells in 80% of mastoid bones. ‘These 
pneumatic cells are invested with a tender pale 
mucosa and communicate with each other by 
apertures. While in some cases extensive com- 
munication between the antrum and mastoid 
cells exists, in others the opening is so narrow 
that only the smallest needle can be passed 
through. Occasionally, the entire mastoid pro- 
cess consists of one or two large cavities, at 
the upper portion of which a canal, scarcely 
large enough for the passage of a bristle, is 
found communicating with the antrum. In 
acute suppurative otitis media there is simulta- 
neous congestion and cell infiltration of the 
mucous lining of these mastoid cells, and they 
almost invariably contain pus. If the small 
openings between the antrum and mastoid cells 
become occluded by the swelling of the lining 
membrane, the pus cannot escape from the cel 
cavities, and it is either absorbed, or, as very 
frequently happens, we have breaking down 
of the lining mucosa, an inflammation of 
osseous tissue, and a true abscess formation. 
The latter result is especially likely to occur 
in the more infectious aural diseases, owing 
to their destructive character. 

We have then a condition in which it is 
sasy for infection to gain entrance, and, with 
the usual inflammatory changes, drainage is 
difficult or impossible. In a bony structure 
like the mastoid, infected and containing pus, 
the results are too often disastrous. The large 
cells occur at the apex or near the sigmoid 
sinus, so it is not surprising that these carnot 
drain, and that almost without exception the 
seat of the abcess is found in the middle and 
lower parts of the vertical mastoid. 

As stated before, the avoidance of middle 
ear suppuration should be our constant aim. 
but after it has developed, what measures will 
most surely prevent further progress of the 
disease and impairment of hearing? We will 
consider them briefly. 

One often finds that oils, pastes and powders 
have been used to relieve the ear ache, with the 
result that the ear canal is filled with a sticky 
mass which not only obstructs drainage when 
the rupture of the tympanic membrane occurs, 
but prevents a proper examination without a 
thorough cleansing of the canal. This should 


be very carefully done by the attending physi. 
cian. If he finds that rupture has occurred, 
and that the opening is not sufficiently large 
to give free drainage, he will make it larger. 
If there has not been a rupture, he can see 
whether or not it should be incised; if not, he 
can carefully watch the inflamed membrane 
from time to time for evidence of fluid in the 
middle ear cavity. This may require two or 
three examinations a day, but they should be 
made. If the acute inflammation does not soon 
subside, bulging of the membrane will be 
noticed, when a free incision should be made 
and the ear irrigated two or three times a day. 
The aurist should irrigate the ear at least once 
a day, for even a trained nurse cannot 
thoroughly cleanse the ear. The aurist fre- 
quently finds, after his own irrigations, that 
fibrous deposits are retained which would pre- 
vent free drainage, and which can be removed 
only by the cotton tipped applicator. 

Perhaps frequent bacteriological examina- 
tions of the secretions from an acute suppura- 
tive otitis should be made. The presence of 
streptococci, especially the capsulated, should 
call for the most careful watching, as their 
presence seeins to forebode complications, and 
one should be doubly quick to operate if the 
case does not progress in a very satisfactory 
manner. Of course, the drainage should be 
watched, and the perforation should be pre- 
vented from closing so rapidly as to interfere 
with free drainage. If the perforation closes 
while the middle ear still requires drainage, 
it often happens that mastoid symptoms 
develop almost immediately. If in doubt as 
to the condition, test the hearing power. If 
this is reasonably good we may suppose that 
the middle ear is clearing up satisfactorily. 
On the other hand, very great impairment of 
the hearing acuity will indicate that the 
tympanic cavity is by no means normal, and 
perhaps still contains pus, and therefore the 
drum membrane should again be incised. 

I have already referred in this paper to the 
fact that in acute suppurative otitis there is 
more or less pus in the mastoid cells with 
hyperaemia of their lining membrane. In 
most cases these changes will rapidly return 
to normal, so that, at about the end of the 
first week or ten days, the mastoid region is 
again normal and free from pain. ‘Those cases 
that do not terminate so happily must have 
the most painstaking care. 

Our text-books state that acute typical mas- 
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toiditis sets in during the three or four weeks 
of acute middle ear suppuration, after more or 
less prodromal signs. Are there not in these 
so-called “prodromal signs” some clear indica- 
tions for an earlier operation which will save 
the integrity of the hearing organ and prevent 
the more advanced changes? 

The principal object of this paper is to drive 
home the fact that we should not defer the 
mastoid operation until we see unmistakable 
external signs of mastoiditis. Earlier diagnosis 
and operation would save the hearing in many, 
many cases. Then let us see what earlier in- 
dications we have that may be helpful. 

Of course, we all recognize that there may 
be extensive abscess formation in the mastoid 
process with little or no fever and without 
pain. Politzer writes that in some of the worst 
cases the patients do not feel pain and that 
sleep is undisturbed. While this is true, we 
do usually expect pain. The author referred 
to states that “the diagnosis of an abscess is 
almost certain if pain in the mastoid (with or 
without swelling of its integument), persistent 
fever, sleeplessness, nervous excitement, pro- 
fuse otorrhoea and narrowing of the meatus 
continue longer than eight days.” 

Once the drum membrane is opened, either 
by nature or by the surgeon, if there is no 
involvement of the mastoid, we should not ex- 
pect pain; so we can safely say that in a case 
with perfectly free drainage through the exter- 
nal auditory meatus with no abatement of pain, 
the mastoid should be opened. It may also 
be said that if the pain continues after the 
discharge ceases, or if the pain returns after 
being absent a few days, operation is indi- 
cated. If there is extensive tenderness over 
the mastoid, which is not relieved by drainage, 
or if it continues after otorrhoea ceases, or 
develops later, we should operate. 

Inpications From Discnarce: <A discharge 
is seen in the majority of acute mastoid caces. 
Deficient drainage usually produces an ex- 
aggeration of the mastoid symptoms. Diminu- 
tion of the discharge should be associated with 
the reduction of pain and tenderness in and 
about the mastoid, and perceptible improve- 
ment in the patient’s general condition in order 
to justify the conclusion that the clisease is pro- 
gressing favorably. If the drainage in con- 
siderable amount abruptly ceases, returning a 
day or two later, the patient’s other symptoms 
meanwhile exhibiting no improvement, a mas- 
toid involvement is indicated. 
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A profuse discharge continuing for more 
than one week, particularly if associated with 
the continuance of other mastoid symptoms, 
and more especially if the local and general 
symptoms increase in severity, points with al- 
most unvarying certainty to acute mastoiditis. 

A free discharge of straw colored fluid or 
pus is very often a clear indication. 

Another exceedingly important indication 
which must always be kept in mind is the pres- 
ence of an enormous discharge, more than can 
be accounted for as coming from the middle 
ear and adjacent cells. This is, in Mundt’s 
opinion, one of the most positive indications 
for operation. 

TEMPERATURE: Some difference of opinion 
exists as to the value of this symptom. While 
numerous cases of extensive necrosis of the 
mastoid cells are reported in which the tem- 
perature has run almost a normal course, yet 
it is a fact that it is usually present, and its 
continuance with free discharge for more than 
a week or ten days is an indication for opera- 
tion. 

Cuances iN Tissue Over tHE Masror: 
Slight redness and swelling over the mastoid 
as an early concomitant in children is of little 
value, but its continuance in otitis after a week 
or ten days would point to mastoid abscess. 
The presence of either in an adult probably 
calls for an operation. Of course, in either 
children or adults, the characteristic sign of 
decided swelling in the mastoid region, dis- 
placing the ear outward and downward, is a 
late indication, and, if possible, the case should 
not be allowed to reach this stage. 

Saccinc tN Posrertor Superror Meatat. 
Watt: This is a decisive symptom and de 
mands immediate operation. Associated with 
this sagging we often have more or less pro- 
nounced bulging of the upper and posterior 
portions of the drum, and the fundus of the 
canal is much reduced in size so that only a por 
tion of the drum is visible. Politzer states that 
if a pulsating light reflex at the point of per- 
foration continues to be seen two weeks from 
the date of rupture or incisions and the ear 
is still discharging, a mastoid abscess is pres- 
ent. 

Broop Examination: Estimates of the de- 
gree of leukocytosis and polynuclear percent- 
age present in a given case, are held by most 
observers to be of doubtful value as an aid to 
diagnosis. It is probable that a differential 
blood count which exhibits both a marked 
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leukocytosis and a high polynuclear percent- 
age is of value in suggesting mastoid involve- 
ment, taken in connection with other symptoms 
and signs. 

fur RoentGen Ray: Several plates taken 
at diflerent periods may show the progress 
of the mastoid disease, destruction of the septa. 
and the presence of cavities. Taken in con- 
nection with other clinical findings the plates 
are of value, and should be taken as a routine, 
though it is in late mastoid disease that the 
findings are most positive. 

These signs and symptoms, if carefully 
watched during the progress of Our cases, will 
give us reliable indications for an early opera- 
tion in those needing it, and will go far toward 
preventing degrees of deafness which would 
otherwise certainly follow. 

In corisidering these symptoms in cases of 
purulent otitis, we will be more inclined to 
early operation when the condition is a con- 
comitant or a sequel of one of the acute ex- 
anthematous diseases; and particularly is this 
true with scarlet fever and measles. I might 
also add to this list influenza. 

I want to make a special plea for an early 
operation. 

If, as has been said, the symptoms indicative 
of abscess formation have lasted eight or ten 
days; or better still, if after eight or ten days 
of drainage and careful treatment of a dis- 
charging ear there is not decided relief in the 
symptoms, the mastoid should be opened. 

If done early the operation will be a simple 
mastoid, the ear will stop discharging in a 
few days, the wound will heal in two or three 
weeks, and we will have a normal hearing 
apparatus. Since the improvement in technique 
in mastoidectomy in the past fifteen years, it 
has ceased to be an emergency operation. The 
prognosis is excellent as to complete recovery. 
The risk run surgically is very small compared 
to that taken in doubtful or severe cases by 
delayed operation. Instead of the operation 
being considered one of emergency to save life. 
it should be considered in its relation to the 
conservation of the integrity of the ear as an 
organ of hearing. 

The advantages which the early opening of 
the mastoid offers consist essentially in the 
fact that the abscess is still small. and that 
by scraping out the diseased portion not sv 
much loss of bone substance is produced as 
when the abscess has existed for a long time: 
furthermore, that the process heals more rapid- 
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lv, and that the middle ear affection runs its 
course more quickly. The great advantage 
ot an early operation is that it more quickly 
permits resolution of the inflamed tissues sur- 
rounding and involving the essential struc- 
tures which govern the power of hearing. This 
inflammatory process, of course, means an in- 
filtration of the mucous membrane covering 
the important structures in the middle ear cav- 
itv. The very great importance of an early reso- 
lution of this infiltration cannot be questioned. 
This condition is prolonged by discharge from 
infected mastoid cells, and later even granula- 
tion tissue will spring up, covering the tym- 
panic walls, the ossicles and foramen, and will 
ultimately, even after operation and cure of 
the mastoid, form a solid fibrous layer with 
probably connective tissue adhesions. This 
means damage to the sense of hearing which 
cannot be undone. If the granulation stage is 
permitted to develop, and the radical mastoid 
operation is performed, we have the loss of 
essential parts of the organ of hearing and 
resulting deafness. In delayed operation there 
is also the very great danger of labyrinth in- 
volvement. Why wait for these changes 
which destroy or impair hearing? 

An early operation means a simple mastoid, 
and the conservation of hearing. A late opera- 
tion probably means a radical or more exten- 
sive operation, with decided or complete loss of 
hearing. 
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THE RELATION OF MODERN DEN- 
TISTRY TO THE PRACTICE OF MED- 
ICINE.* 


By GUY R. HARRISON, D. D. S., Richmond, Va. 
Associate in Surgery (Oral), and Director of Dental De- 
partment, Stuart Circle Hospital; Member Virginia 
State Board of Health. 


Dentistry is a special field of medicine and 
is related to general medicine, as any other of 
the specialties. The mouth, its contained and 
adjacent structures, cannot be considered apart 
from the body as a whole. Assuming that 
this is not disputed, it may be further stated 
that the dental specialists’ field can no longer 
be considered limited by the boundaries of the 
oral cavity. He is engaged in prolonging life 
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and his viewpoint should include the body as 
a unit. 

Let us see what is demanded of the modern 
dentist. To solve the problems he daily meets 
successfully he must be a skilled diagnostician, 
and as such be familiar on one hand with biol- 
ogy and mechanics and on the other with physi- 
ology and pathology. He must have a high 
degree of technical skill in addition to his gen- 
eral knowledge ot medicine and surgery. His 
work carries him into the fields of chemistry, 
bacteriology, metallurgy, physics, electricity, 
and art. Without an artistic sense he will iall 
short of modern standards. 

It is true in dentistry, as in general med- 
icine, that each embraces a scope too wide for 
any ordinary mind to grasp, and of necessity 
has been divided into specialties, each with its 
possibilities and its problems. In the past the 
dentist knew too little general medicine. Those 
in charge of dental education have been mak- 
ing a sincere effort to correct this. No one 
will deny but that it is desirable for dentists 
to have a medical degree. The dental course 
now covers four crowded years, and in med- 
icine the interne year is being rapidly demand- 
ed, thus it would require a minimum time of 
seven or eight years to obtain both degrees. You 
will agree that this would necessitate efforts 
out of proportion for the end sought. It 
would be a splendid thing if our medical and 
dental schools would combine their teachings 
so as to grant both degrees within a reason- 
able limit of time. Aside from the educational 
problems confronting modern dentistry, let us 
hope that the modern dentist measures up to 
his responsibilities. 

In order to place dentistry in its proper re- 
lation to the practice of medicine, it is neces- 
sary that the medical practitioner know more 
of dentistry. I shall speak frankly of this 
and ask that you bear in mind that my state- 
ments are made with fhe highest motive of 
interest to medicine and dentistry, but above 
all the good of the patient. Medical men as a 
class are not interested in dentistry, so do not 
acquaint themselves with mouth pathology or 
the problems the dentist has to face. To the 
average practitioner of medicine dentistry con- 
sists of filling cavities in teeth and supplying 
lost ones. There is not the spirit of co-opera- 
tion between us that there should be, and the 
patient often suffers as a result. Both dentists 
and practitioners of medicine are to be blamed. 
The correction of this fault depends upon mu- 
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tual understanding and respect. In order for 
the physician to understand the problems of 
dentistry, he should be grounded in the funda- 
mentals of dentistry just as the modern dentist 
is in medicine, No one, I am sure, would ad- 
vise teaching the undergraduate medical stu- 
dent technical dentistry, but he should 
be taught pathology of the mouth, its clinical 
recognition and treatment, to at least equal 
the instruction given him in, say: Ophthal- 
mology, Laryngology and Otology, or Derma- 
tology; if this were the case one would not 
hear Doctors of Medicine make a remark like 
this: “Dr. So and So must not be a good den- 
tist; he filled a tooth for me and the filling did 
not stay in but a short time.” Viewed from 
a biologic standpoint it is remarkable that for- 
eign, inanimate materials can be used to re- 
store a lost part of an organ and the restored 
part function, so rather than receive condemna- 
tion Dr. So and So should be lauded for his 
ability to produce dental restorations that last 
and function, in some instances, for fifty years 
or more. 

Since, as stated in the opening paragraph 
of this paper, dentistry is related to general 
medicine as any other of the specialties, it be- 
hooves the members of both professions to 
make every effort to bring about a more cordial 
relationship. While both professions work to- 
gether after a fashion, the rate of improve- 
ment is slow. There should be a common lit- 
erature and we should meet together for dis- 
cussion of our problems, to the end that our 
services to our patients be improved. There 
should be dentists on the staffs of hospitals, 
and a part of organized medical groups. The 
selection of the dental member of such staffs 
should be made only after careful investiga- 
tion as to his ability and standing in the den- 
tal profession. Unfortunately, often this is 
not done. Physicians should be members of 
dental societies and dentists of medical socie- 
Despite the fact that in 1887 the Ameri- 
resolution 


ties. 
can Medical Association passed a 
declaring dentistry a specialty of medicine and 
providing for those holding the D. D. S. degree 
to become members, it is strange that there are 
very few medical societies to which dentists 
are eligible for membership. It may not be 
amiss to call your attention to the fact that 
dentists holding Associate Fellowship in the 
American Medical Association have all the 
privileges of Fellows. It might be regretted 
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that comparatively few dentists have availed 
themselves of this opportunity. 

The following editorial appeared in the 
MepicaL Recorp for March 1921 

In an appeal for closer afflliation between 
the two professions, the editor says: 

“This mistake of aloofness or assumed supe- 
riority on the part of the medical profession 
was made when dentistry began to acquire a 
standing as a branch of therapeusis, with the 
result that the two professions have long 
existed side by side, semi-antagonistic and mu- 
tually ignorant of each other’s teachings. 

“It is only recently that the inconvenience of 
this duality in surgical and medical practice 
has begun to enter the minds of practitioners 
of both the professions, and in consequence 
there has been a mutual drawing together of 
the leaders in these two branches of the heal- 
ing art. The recognition of root abscesses and 
Riggs’s disease as foci of infection, bearing 
upon distant organs and even the brain, has 
served to show the mutual dependence of the 
two professions; but it was during the late 
war that the recognition of dentistry as a 
potential or actual branch of surgery was ef- 
fected, this being forced upon the Army Med- 
ical Department by the brilliant reconstructive 
work of the members of the Dental Reserve 
Corps. There will still be accidents calling 
for skilled work of this nature, but it is along 
the line of preventive medicine and hygiene 
that the co-operation of the dentist and physi- 
cian will produce its greatest results. The pub- 
lic will be instructed in mouth hygiene, which 
is inseparable from general hygiene, and for 
this work reciprocal action of members of both 
professions, on the platform and in the press, 
is needed to feed the public appetite for knowl- 
edge of how to care for the body. 

“In many other ways the dentist and physi- 
cian could work together to mutual advantage 
and, as a beginning, an ‘exchange of pulpits’ 
would greatly promote the desired ‘rapproache- 
ment’. It is seldom that a dentist reads a pa- 
per before a medical society, and a physician 
speaking before a dental society is a still more 
rare object. This is not as it should be, for 
practitioners in either profession have much to 
learn from those in the other, and preventive 
medicine, as well as therapeutics, would pro it 
greatly by this mutual instruction.” 

In the study of a case, the physician should 
obtain and act upon the opinion of a capable 
mouth specialist, namely: a modern dentist. 
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He should demand from the dentist a real 
mouth examination and not an inspection of 
the teeth for caries only. It is my belief that 
a mouth examination should form part of an 
examination of every case studied. As Vaugh- 
an! says: “Before ane can successfully treat 
any case of illness, it is essential that a correct, 
as well as a complete, diagnosis be made.” 
Time does not permit me to go into details 
as to what constitutes a mouth examination. 
but in my opinion such an examination is not 
complete without a Roentgen Ray examina- 
ton of the teeth, jaws, and often the maxil- 
lary sinuses. The x-ray findings should always 
be interpreted Dy one trained in the clinical 
examination of the mouth. L. R. Main? states: 

“To my mind one of the greatest detriments 
to an X-ray examination of the teeth and jaws 
lies in the prevalence of this examination by 
those who are not thoroughly trained in this 
particular field of work. The mistakes made 
are simply appalling and some of the radio- 
donic interpretations would be a joke if it were 
not so serious.” 

Roentgen Ray findings should be thought of 
as a symptom; their greatest value lies in their 
positive findings. To quote Call*: 

“T doubt if there is any one diagnostic pro- 
cedure from which so much information has 
been expected: if there is any one method so 
much relied upon to give determining informa- 
tion in such a variety of conditions. The more 
clearly we understand the details of Roentgen 
Ray examinations by watching the procedure. 
the more closely can we approximate the 
value of the findings as applied to a particular 
case, Like other laboratory procedures, at 
times, a sharp cut, unassailable diagnosis can 
be made without reference to the clinical his- 
tory of the case and in complete ignorance of 
all facts connected therewith. In a majority 
of the cases, however, the findings are sug- 
gestive and explanatory rather than conclu- 
sive.” 

With this I am in entire accord since a diag- 
nosis arrived at and treatment of mouth 
pathology based on X-ray examination alone 
will often meet with failure. 

When a physician refers a patient to a den- 
tist for an opinion he should supply the den- 
tist with all the information he has in refer- 
ence to the case, for we must remember that if 
the dentist treats a patient upon the basis of 
the mouth being a thing apart from the rest 





— 


> —-— — 








1922] 


of the body, he is falling far short of the 
measure of his responsibilities. 

I realize that in a paper of this nature a 
discussion of mouth infections is expected. 
The time allotted is not sufficient to take up 
this subject. Permit me here to incorporate 
certain conclusions I have reached in reference 
to mouth infections: 

1. There is no such thing as a harmless 
mouth infection. 

2. Mouth infection may be the primary 
cause of disease elsewhere in the body; often 
it is an influencing factor. 

3. Contrary to what is the usual belief, in 
the majority of cases the infections about the 
root ends of the teeth are of a non-suppurative 
type and their harm to the body is due to 
toxins rather than to metastatic invasion by 
the organisms themselves. It is unwise and 
often dangerous to attempt to eradicate by 
surgical means many chronic oral foci of in- 
fection at one time. The old adage “Make 
haste slowly” should guide us. 

4. The claim that no pulpless tooth can be 
safely retained is as absurd as the effort to 
retain all pulpless teeth, no matter how badly 
diseased. Physicians should not order teeth 
removed, nor should dentists carry out such 
orders, unless both are familiar with what 
modern dentistry can accomplish in eradicat- 
ing disease about pulpless teeth. The same ap- 
plies to infections of the investing tissues of 
teeth. 

5. To attribute nearly every ailment to 
which man is heir to mouth infection is poor 
logic, but to stop one’s ears to apparently well 
proven facts, is equally illogical. 

6 Whenever the diagnosis of mouth infec- 
tion is made, we should always remember that 
we are dealing with a condition that has the 
potential power of very serious trouble. In 
many instances there will probably be no ill 
effects, but the possibilities should always be 
considered. 

7. It is not necessary or right to remove a 
useful pulpless tooth unless pathology or bac- 
terial invasion can be found. The writer is 
well aware of the fact that the 
bacteria does not within itself constitute dis- 
ease, but the presence of bacteria within in 
terstitial tissue: carrying on their life cycle 
and the reaction of the tissues to their pres- 
ence and function, does constitute disease. 

8. Both medical and dental professions 
need more accurate information on this sub- 
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ject. more painstaking, and therefore better 
diagnoses, and a better sense of clinical values. 

I have made criticisms of some physicians 
and subscribed to the opinions of others in the 
full realization that the sins of commission 
and the dental profession are 
many. These criticisms have been entirely im- 
personal and made in an effort to provoke pro- 
gress. 

In closing I will quote from a paper by Best 
and Waldron: 

“Between physician and dentist are re- 
sponsibilities and courtesies which, if ignored, 
are bound to cause trouble: whereas, if ac- 
cepted with full co-operation, will mean 
greater service to the patient.” 
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CITIZENSHIP AND THE PHYSICIAN.* 
By E. L. KENDIG, M. D., Victoria, Va 

The title “Citizenship and the Physician” re- 
minds us that we are first citizens and then 
physicians. It reminds us further that the re- 
sponsibility of good citizenship rests upon 
every man and every woman. 

The duty of citizenship bears as heavily upon 
the shoulders of the physician as upon the 
shoulders of any other man. On account of 
their professional knowledge, it is apparent 
that physicians should actively take the lead in 
matters of public health and in those things 
with which the medical man is conversant. 
The physician, by reason of his personal con- 
tact with people, is in a most advantageous po- 
sition to perform the duty of good citizenship, 
but it is a sad and acknowledged fact, however, 
that both individually and collectively our pro- 
fession not take a very active interest 
in public affairs. 

I shall not try in these few remarks to pre- 
sent anything that is new. I shall not at- 
tempt to discuss public affairs generally but 
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shall confine this discussion to only a few 
points of special interest. The whole work of 
the physician is, or should be, for the benefit of 
the human race and, in order for the physician 
to accomplish the most, the work of the med- 
ical profession should be well understood in a 
general way by the public whom he serves. 
Unfortunately there is evidence on every hand 
at the present time that the public does not un- 
derstand well the work and aims of the med- 
ical profession. I shall mention at random a 
few bits of evidence which show that the pub- 
lic is lacking in ordinary knowledge of our 
problems., I believe that it can be further 
shown that the public is not altogether re- 
sponsible for this condition, but that it is 
largely the result of the political indifference 
of the members of the medical profession. 

One of the best examples of misunderstand- 
ing on the part of the public is seen in the 
establishment and maintenance of State Med- 
ical Examining Boards. When the physicians 
advocate more stringent examinations for those 
desiring to practice medicine, the impression 
prevails at once that it is for the bene.it of the 
physicians. The public in a large measure 
fails to recognize that higher requirements for 
license to practice medicine is for their benefit 
and not for the benefit of the physician. 

It is hard to get a large proportion of our 
population to recognize the importance of 
health measures. Much progress has been 
made in this direction in the last few years, 
but it has been made with a great deal of ef- 
fort, and there is yet much to be done. To 
any man that gives the matter-any considera- 
tion at all, it would seem that there is a lack of 
uniformity and co-operation in the administra- 
tion of the health laws in the various states. 
I do not mean by this that I have any criti- 
cisms of the various health agencies now at 
work in this country. Great things have been 
accomplished by our City and County Boards 
of Health, by our State Boards of Health, and 
by the medical departments of the Navy, Army 
and by the Public Health Service of the Fed- 
eral Government. I wish especially to com- 
mend the work done by our State Board of 
Health under the direction of Dr. Ennion 
Williams. However, more can be accomplished 
if all these agencies were united into one or- 
ganized body. I am a believer in State 
Rights. I believe in local self government in 
all matters which concern alone the State af- 
fected, but public health problems” cannot be 


contined to any single State. The same health 
laws should apply to like conditions in every 
State, and this can only be accomplished by 
placing all our various health agencies and 
departments under the control of the Federal 
Government. I have never been a believer in 
the change of the Constitution to meet every 
whim and fancy and I do not believe in that 
now, but I am in favor of a control of public 
health matters in every State by the National 
Government, and a change in the Constitution 
of the United States to that end, if necessary. 

Let us see if our Government gives the same 
consideration to health matters as to its other 
departments. The President has a cabinet of 
able men to act as his advisers. There is one 
to look after foreign affairs, one to prepare for 
and direct the machinery of war, one to have 
charge of the navy, one to act as the head of 
the postal system, one to control finances, one 
to represent labor and so on, but no man there 
is charged with the duty of looking after the 
most essential thing in the life of a nation, the 
health of its people. In making this survey, we 
find another condition all about us which needs 
a remedy. . We see that the so-called religious 
scientists, charlatans, patent medicine exploit- 
ers, psuedo-professional opticians, spine ad- 
justers and the like, flourish on every hand. 
The cause of this is easy to see. It is the 
failure on the part of the public, through lack 
of information, to differentiate between the 
true and the false. I could go further: I could 
call to our attention many similar things, but it 
is not necessary. I would like, however, to 
touch upon one other thing, which, I think, 
has an important bearing on this whole ques- 
tion. Take the common ordinary history of 
your country in use in the public schools, and 
see if you can find between its covers enough 
information to give you any idea of the ad- 
vances made in public health work or the 
science of medicine during the last 100 years. 
You will find there when the first steamship 
was run up the Hudson, you will find there 
when the first message was sent over the tele- 
graph wires, you will find there the success of 
the cotton gin, you will find there what has been 
done with electricity, you will find there the 
names and personalities of the men who have 
been presidents, you will find there a record of 
the various wars and the names and achieve- 
ments of its heroes, and you will find there 
most everything else of public interest except 
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what has been accomplished in preventive and 
curative medicine. 

You will hardly find in the every day schoo] 
history in use in our public schools a story of 


‘the victory over malarial or yellow fever, you 


will hardly find what prophylaxis against ty- 
phoid fever has accomplished, you will not see 
a record of when appendicitis ceased to be a 
colic and became a pathological entity, you are 
not apt to find a story of the eradication of the 
heokworm. In short, you will find but little 
in our school histories of that remarkable suc- 
cessful fight that has been made in the pre- 
vention and cure of diseases. The children of 
to-day are the men and women of tomorrow. 
Is it any wonder, therefore, that the public fails 
to understand? We could go further into de- 
tail, but it is not necessary. The main point of 
interest should be the cause and remedy. We 
know that the good-will of the public is with 
physicians in all things intelligently under- 
In order to remedy these faults in our 
educational system it is only necessary that the 
medical profession cast’ off their political in- 
ertia, and throw their active influence in public 
affairs for the enlightenment of the whole 
people along these lines. Naturally, the ques- 
tion would be “How should this campaign for 
education or a better understanding be carried 
on?” A great deal can no doubt be accomplish- 
el through the men’s and women’s business, 
political and social organizations. A more 
fertile field, however, has bcen pointed out. 
This is the proper education of the child. Edu- 
eate the children of this generation properly, 
and the next will be a generation of men and 
women who will be able to weigh properly mat- 
ters of health and disease. Every child in the 
public schools should be taught physiology and 
hygiene. The course in physiology should not 
cover only a part of elementary physiology. I 
recall seeing a school physiology which did not 
mention the alimentary from the 
stomach down and was as silent as the tomb 
on the whole urinary system. This course 
should be complete, and a separation of the 
sexes in one section of the book provided for, 
if necessary. Every child in the public schools 
should be taught the principles of preventive 
medicine. The consideration of preventive med- 
icine is perhaps of more importance than any 
branch of medical or health work to-day. Every 
bey and girl in the public schools should be 
given a knowledge in the workings of the 
County, City and State Boards of Health. the 
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medical department of the United States Navy 
und Army and the U. S. Public Health Ser- 
vice. And lastly, the school children of this 
country should be taught a history of the var- 
ious steps by which all these things have been 
made possible. It is a fact that the public 
schools teach at present a little of some of 
these things, but it is not sufficient to enable its 
pupils in after life to vote intelligently on 
health questions, it is not sufficient to enable 
them to differentiate between science and quack- 
ery, and it is not enough to give them a com- 
mon-sense conception of the ordinary medical 
problems as they exist to-day. 

It is evident that the curriculum of the pub- 
lic schools should be changed in this respect. 
Whose duty is it to bring about this change? 
It is clearly the duty of the physicians. How 
can it be done? The answer is as easy to find 
as the cause. The policies and courses of the 
public schoels are mapped out and controlled 
by the county and state school authorities, and 
these school authorities are selected either 
directly or indirectly by the vote of the citizens. 
When the physicians, both individually and 
through their organization, bring enough 
pressure to bear upon the school authorities to 
cause them to recognize the importance of this 
matter, then one of their duties of citizenship 
will have been performed. I do not pretend 
that all the troubles of the profession will 
vanish if this is done, but I am convinced that. 
with a proper education of the boys and girls 
vf to-day in a full understanding of ‘the 
work of the medical profession, the physiciars 
of the next generation will have few charlatans. 
spine adjusters and psuedo-scientists to deal 
with, that health matters will become a para- 
mount issue in our national life. and that the 
profession will occupy in the minds of the pub 
lic that place of confidence it so richly de- 
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HOME TREATMENT OF TUBER- 
CULOSIS.* 


By R. L. RAIFORD, M. D., 


Sedley, Va 


Recent experiences in the treatment of tu- 
berculosis have proven beyond any shadow of 
a doubt that institutional treatment is_pre- 
ferable to even the best of treatment that can 
be carried out at home. This is true, not be- 
cause the men in charge of sanatoria know so 
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much better how to treat such cases than 
does the up-to-date general practitioner, but 
because it is so much easier to get the patients 
to form the simple but essential habits necés- 
sary in successful treatment in a place where 
everybody else is doing the same thing, and 
because of the further reason that the patient 
is removed from the temptation to do things 
around home that, though they seem trivial, 
so often spell the difference between success 
and failure in the final outcome of the disease. 

Yet, in spite of these very evident facts, we 
are facing the further facts that, in our State 
alone, over three thousand people die annually 
from this greatest of all preventable plagues, 
and that to take care of this situation we have 
in Virginia in the State and private sana- 
toria together, only about six hundred beds 
meant especially for incipient and moderately 
advanced cases, with practically no provision 
for those unfortunates who have passed into 
that stage where hope of recovery is forever 
lost. 

These, coupled with the further fact that 
it has been and still is the tendency of a large 
proportion of us to make a diagnosis of tuber- 
culosis and then lay down on the job because we 
considered the case hopeless, should stir every 
fibre of manhood in our being to be up and 
doing something to erase this blot from our 
profession. 

It has been suggested that we should have 
in our State at least as many beds for these 
unfortunates as there are deaths annually, and 
even then we could only make a beginning in 
the successful fight on the disease. But we 
not only do not have this number of beds but we 
have not even the remote probability of hav- 
ing that many, and if we had the beds, on 
account of the indifference of people regard- 
ing the advantage of sanatorium treatment, it 
would be hard to get them filled for some 
time to come yet. 

This great issue, then, naturally resolves 
itself, as do all other new and progressive 
movements, into a question of educating the 
public mind to understand fully the essen- 
tials in the fight we must wage, if our efforts 
are to be successful. 

Dr. Oliver Wendell Holmes once said that 
the education of a child should begin with 
its grandparents. This great truth applies 
even more forcibly in training humanity to 
understand fully the essentials needful in 
keeping our bodies fit and healthful than in 
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the more strict meaning of an education 
through the schools and colleges of our land. 
The moral is that in our home treatment we 
must not alone consider the unfortunate pa- 
tient but must, by every known means, con- 
tinually and incessantly publish in blazing 
words of truth to the public the fact that tu- 
berculosis can be absolutely prevented and 
that, if taken in time, it can be cured. 
these facts be so impressed on humanity that 
all idea of the inevitableness of death is dis- 
pelled from the mind of the patient and we 
will have gone a long way towards a success- 
ful line of combat; for loss of morale is just 
as harmful in our fight against disease as it 
is in military battles. 

In considering an outline of home treat- 
ment, let us ever bear in mind that we have, 
in most cases, just as good equipment in es- 
sentials as the best sanatorium can boast of, 
that is, fresh air, sunshine, rest and food; 
and we, as general practitioners, have the 
added very important advantage of a good 
chance to get our patient early. The secret 
ties in skillfully using these means at our dis- 
posal. 

One of the evils of the past which, I am glad 
to say, is fast disappearing has been the tend- 
ency for the profession to be evasive in the 
interpretation of chest symptoms to the pa- 
tient or to the family. The doctor now. how- 
ever, is fully aware that he is not reading 
death warrants to patients when he diagnoses 
tuberculosis in its early stages and so the 
greatest bar to frankness is forever removed. 
It should not be difficult, then, for even the 
most tender hearted doctor to tell the whole 
truth. 

The following limericks tell in a jocular 
though truthful way the whole story: 

“A weak, tender-hearted M. D. 

Had a patient with early T. B. 

He called it a cold 

And the lie that he told 

Catalogued that M. D. as N. G.” 
To the contrary 

“A competent doctor named Bliss, 

Had a case of Tu-ber-cu-lo-sis, 

He told the whole truth 

And now a bright youth 

A nice shiny coffin will miss. 

Let us then begin our home treatment back 
where neglect and environment are laying the 
foundation for a crippled system which will 
prove an inviting habitat of the tubercular 
germ. Let us get in the habit of telling people 
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that a good form of insurance against tuber- 
culosis and for general good health is the best 
care of the mother before and during preg- 
nancy, and both mother and child during 
and after birth. A healthy mother, other 
things being equal, will bring forth healthy 
children. Except as an emergency, the mid- 
wife should have no place in the advent of 
human life, for every free born American has 
the inherent right to be ushered into life un- 
der more favorable circumstances than a mid- 
wife can provide. 

Having seen to it that each infant has a 
fair start and is properly cared for during 
early childhood, let us not forget that diseased 
tonsils or teeth can and often do lay the foun- 
dation for a later tubercular lesion. 

A poorly ventilated sleeping or living room 
should be outlawed, and it should be indelibly 
stamped on the mind of every parent that a 
spool under the one window of a room does 
not properly ventilate it. It is appalling how 
many seemingly intelligent people neglect this 
important matter until the disease has already 
begun its inroads, when a little intelligent 
reflection should convince them that if tu- 


berculosis can be cured by fresh air it can far 


more easily be prevented by it. 

Our school rooms should be made airy and 
sanitary, and every course from the primary 
grade up should include the teaching of some 
of the simple truths of how to avoid the con- 
tracting of tuberculosis. It is by constant re- 
petition that actions become habits and there 
is no better place to have the truths of the 
Stay Wextt Hapir stamped on the minds of 
people than through the everyday contact of 
an intelligent conscientious teacher with her 
pupils. 

Let us also bear in mind that poverty, want 
and ignorance breed filth, insanitation and 
disease, and that good roads, good schools and 
prosperity tend to dispel such evils. We as 
doctors can and should do much through the 
influence we exert in our respective communi- 
ties to stimulate better and more healthful 
citizenship which will tend towards prosperity 
and happiness, for misinformation and ignor- 
ance of public issues is one of the most potent 
causes of the poverty of the South to-day. 

But the happy day when we shall have put 
a stop to the ravages of tuberculosis is yet a 
dream of the far distant future and we must 
devise some home treatment for the unfortu- 
nate patient who is sick now and unable to 
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go to a sanatorium. Fortunately, most of the 
things which help to prevent help also to cure 
or allevifite. 

Medication is restricted to the treatment of 
troublesome symptoms and complications and 
has little place in the curing of the disease. 
Fresh air, rest and diet supply the key to 
any line of successful treatment. Even the 
harassing symptom of cough is frequently 
much benefited by rest and, in case of hem- 
orrhage, rest is the most important remedial 
measure. By rest we must insist on absolute 
rest in bed. Especially is this important in 
the home treatment of these cases since it is 
so easy for them to start out to do just a very 
little and wind up by such exertion as becomes 
exhausting and detrimental. 

When the case has ceased to run a tempera- 
ture, moderate and carefully graduated exer- 
cise may be allowed or even encouraged, as 
the case may be, but never to the extent of 
exhaustion. 

The importance »f an abundance of fresh air 
is so self evident in this class of patients as 
to need no further comment here. In feedinz 
we must always bear in mind that, as a gen- 
eral rule. it is best to let our patient’s peculiar 
likes and dislikes for certain toods be a guide 
to a proper diet as te kind and quantities 
given. A general diet well taken and proper- 
ly assimilated is by far preferable to a text- 
book diet that the patient does not like. Forced 
feeding has had its day and has been dis- 
carded as of questionable value if not of actual 
harm in a large number of cases. 

We must at all times bear in mind the im- 
portance of safeguarding the other members 
of the family and the public generally. In- 
sist on the use of paper handkerchiefs when 
coughing, and of proper receptacles for the 
sputum, both of which are to be burned. See 
that these patients develop the habit of not 
putting their fingers on other objects or in 
the mouth, and see to it that all dishes and 
linens are kept separate and are thoroughly 
cleansed and disinfected often. 

Most of these essential rules are simple but, 
by insisting on a rigid adherence to them, 
we may not only prolong and make immensely 
more comfortable these patients while they 
live but we may give them and ourselves the 
gratifying satisfaction of knowing they have 
not been a source of infecting their dear ones 
and others with whom their lives are thrown. 
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CHRONIC ENDOCERVICITIS. 
By E. W. TITUS, M. D., Washington, D.C. 


Associate in Gynecology, George Washington University Medical 
School. 


The frequency with which infection of the 
endocervix occurs, attended by its disastrous 
sequences, demands that it be given considera- 
tion commensurate with its clinical impor- 
tance. Though it constitutes a distinct clini- 
cal entity, current text books of gynecology 
accord it only slight consideration as such, 
and treat of it as an incident under captions 
such as “Cervical Catarrh.” “Hypertrophy 
of Cervix,” “Erosion,” “Ulceration,” “Ever- 
sion”, ete., all of which are only different 
features of the same process. 

Functionally as well as structurally, a sharp 
line of demarcation differentiates the mucosa 
of the cervix from that of the fundus. Physio- 
logically, the cervical canal is nothing more 
than a communicating channel between vagina 
and uterine cavity. It takes no part in the 
eyclic changes of the endometrium essential 
to menstruation, but the one feature of great- 
est practical significance is the disparity in 
pathological manifestations displayed above 
and below the internal os. 

It is now a well established fact that the 
normal genital tract is, above the external 
os, germ free. The cervical mucosa is mark- 
edly susceptible to infection, whereas the en- 
dometrium is, under ordinary conditions, prac- 
tically immune. These facts have been conclu- 
sively demonstrated by Winters and by Curtis. 

Curtis, in his study of the endometrium, has 
shown that bacteria are almost never found. 
He further states that chronic endometritis, 
per se, with bacteria present in smears or 
cultures, is practically to be ruled out as a 
clinical entity. 

Hitschman and Adler concluded that nearly 
all of the histologic features generally pictured 
as “Endometritis” present only the physiologic 
changes incident to the normal menstrual 
cycle. 

Leopold’s demonstration of the lymphatic 
circulation of the uterus has been the means 
of clearly determining that the course of in- 
fection from the cervix to the adnexa is an 
ascending lymphangitis, and not via the 
Juterine cavity and the lumen of the tubes. 

We are concerned here chiefly with chronic 
infections of the cervix, which are most fre- 


*Read before Section on Gynecology and Obstetrics of District 
of Columbia Medical Society, November 23, 1921. 
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quently gonorrhoeal in origin. Streptococcic, 
staphylococcic and colon bacillus infections are 
not infrequent, but, once the acute attack is 
over, they rapidly subside and give little fur- 
ther trouble. Chronic cervical infections may 
date back to a vulvitis in early infancy, and 
undoubtedly this throws light on many gyne- 
cological disturbances seen in virgins. In in- 
fants, the exanthemata, protracted diarrhoeas 
and general debilitating conditions, while in 
adults, congenital maldevelopments, trauma- 
tism caused by dilatation, curettage, and birth 
injury, are the most important predisposing 
causes. 

Menge estimates “that in adult 
ninety per cent. of chronic gonorrhoea! infec- 
tions are located in the cervix.” ; 

Symptoms may vary within a wide range. 
The predominant symptom is leukorrhoea, 
thick and muco-purulent in character, which 
may be so profuse as to require the individual 
to wear a perineal dressing. Menstrual cis- 
turbances, dysmenorrhoea and menorrhagia 
may be complained of, accompanied by a sense 
of weight and discomfort in the pelvis. Steril- 
ity is the rule. 

The clinical picture of a chronic endocervyi- 
citis is typical and plainly evident on inspec- 
tion. According te the varying degrees of in- 
tensity, we see the conical cervix of the nulli 
para showing an inflammatory area around a 
small os discharging a thick tenacious mucus, 
or the multipara with lacerated eroded lips 
whose surface is studded with cysts and bleed- 
ing at the slighest touch. 

ParuoLtocy.—The pathological 
portrayed varies in extent and degree, accord- 
ing to the virulence of the infection and the 
resistance of the tissues. As has been stated, 
the inflammatory cervix is usually described 
under “Erosion” or “Ulceration.” These 
terms are improper, as they suggest a break 
in the continuity of its surface epithelium, 
while such is not the case. As the disease pro- 
gresses, the squamous vaginal epithelium proli- 
ferates over the affected surface, gradually re- 
placing the columnar endocervical epithelium, 
occluding outlets of the subjacent cervical 
glands, resulting in retention cysts, which final- 
ly penetrate to the vaginal aspect of the cervix 
as small shot-like elevations, known as “Na- 
bothian follicles,” the presence of which is con- 
sidered pathognomonic of chronic endocervi- 
citis. In one case the process may remain local- 
ized in the glands of the cervical mucosa in- 
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de‘initely, while in another it terminates in an 
involvement of uterus, tubes and ovaries. In 
short, we are dealing with a chronic ascend- 
ing lymphangitis, the primary focus in the 
cervix, and often resulting in a complete de- 
struction of the reproductive function. Sturm- 
dorf characterizes the cervical mucosa as the 
tonsil of the uterus. 

CoNsEQUENCEs.— Most important among the 
derangements resulting from chronic cervical 
infections are disturbances of menstruation and 
fecundation. Sterility is frequently of cer- 
vical orgin. When present in women with a 
conical or ante-flexed cervix or pin hole os, 
the malformation as such cannot be correctly 
ascribed as the cause, but may be due to an 
existing endocervicitis. Reynolds has called 
attention to the marked spermatocidal effect 
of the secretion from a cervical 
mucosa. This is entirely proved by the fre- 
quency with which fertility follows the elimi- 
nation of the infection. Ewing in treating of 
precancerous lesions affirms that “chronic en- 
docervicitis precedes cancer in the great ma- 
jority of cases, and the cervical erosion is the 
most definitely established lesion known to 
initiate carcinoma of the Graves 
regards endocervicitis as one of the most im- 
portant factors in the genital neuroses, which 
play such a prominent part in gynecologic 
disease. Dr. F. W. Langstroth, in a paper read 
recently before the New York Academy of 
Medicine, states that, from his experience at the 
New Jersey State Hospital, he places infections 
of the cervix second to no other in the causa- 
tion of systemic and nervous manifestations. 


diseased 


cervix.” 


There is abundant proof that adnexal dis- 
ease has as its primary cause this infection and 
the remote systemic manifestations are just as 
possible when we consider the infected cervical 
mucosa in the same light as infection of teeth 
or tonsils. The influence of a constant leukor- 
rhoeal discharge often has a disastrous effect 


on the nervous system of the patient. She 
feels herself degraded by her condition and 
her health becomes impaired far out of pro- 


portion to the apparent seriousness of the local 
infection. 

TREATMENT.—In selecting therapeutic meth- 
ods, the indications for and limitations of them 
should be based upon their merits from the 
viewpoint of end results. 
relief from symptoms, and a procedure that re- 
lieves one and has no effect upon or else exag- 


The patient seeks 
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gerates another, cannot be. classed as satisfac- 
tory. 

Palliative measures, such as applications of 
tincture of iodine, silver nitrate solution, Dakin 
solution, followed by tampons and douches, 
may be instituted and will temporarily relieve 
congestion and discharge. Careful dilatation 
of the cervical canal to promote drainage of- 
ten benefits, but the use of the curette is con- 
demned. 

The cure of a chronic endocervicitis necessi- 
tates the removal of the infected endocervical 
tissue. and, to achieve this, the procedures at 
our disposal are limited in number. Amputa- 
tion of the cervix, devised by Marion Sims in 
1861 and practiced extensively since that time, 
meets the indication for removal of the in- 
fected tissue, but should be avoided during the 
childbearing period. The efficacy of it is ques- 
tioned by Leonard, who tabulated the end re- 
sults of cervix amputations from 128 complete 
post-operative histories in the 
clinie of John Hopkins Hospital, which, as 
he stated “were quite unexpected and in many 
ways disappointing.” His study showed that 
ten per cent. of these women suffered from 
decided augmentation of a pre-existing menor- 
rhagia or dysmenorrhoea. Four-fifths of the 
women in whom pregnancy might reasonably 
have been anticipated to follow the operation 
remained sterile. On the other hand, fifty per 
cent. of the pregnancies occurring terminate:| 
prematurely, while among the few who pro- 
gressed to full term, even a larger proportion 
experienced difficult and prolonged labor. 

The curative scope of trachelorrhaphy ¢s 
limited, and, except in those rare cases in which 
the infection not extend beyond the 
original tear, the results are far from satis- 
factory. Since the publication of Rawls’ study 
on “Uterine Curettage,” about three years ago, 
dilatation and curettage has been discontinued 
to a great extent, except as a diagnostic pro- 
cedure, though it still holds a prominent place 
in the treatment of endocervicitis and so-called 
endometritis. 

The application of the actual cautery to the 
cervical canal has been advocated by some. It 
has the advantage of being a simple and easy 
procedure and, when carefully executed, it 
undoubtedly has possibilitites, but the writer 
has not been convinced from the evidence sub- 
mitted that it relieves sterility, which causes 
so many of these patients to seek aid. We must 
also bear in mind the possibility of dystocia 
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due io the formation of cicatricial tissue fol- 
lowing deep cauterization. 

Karl Schroeder excised the cervical mucosa 
separately from the anterior and posterior lip 
as a transverse wedge and then, folding each 
lip upon itself, sutured its vaginal margin at 
or near the internal os: This operation is 
sound in principle but it is difficult to execute, 
the difficulty being in successfully suturing the 
vaginal to the extremely friable endometrial 
edge. 

Sturmdorf in 1916 described a plastic pro- 
cedure, aiming at the removal of all diseased 
tissue from the cervix, with preservation of 
its muscular structure and contour. This con- 
sists in a complete enucleation of the entire 
endocervical mucosa to the internal os in the 
shape of a cone, and relining the denuded canal 
with a cylindric cuff of vaginal mucous mem- 
brane. Accurate and permanent approxima- 
tion of flap to stump and the certainity of a 
patulous canal are obtained. 

In a recent personal communication, Doctor 
Sturmdorf states that of twenty-seven cases 
treated by this procedure, in which chronic 
endocervicitis seemed to be the main factor in 
the production of sterility, twenty-two have 
borne children. Its influence on pregnancy and 
labor is nil. 

The writer’s own experience with the Sturm- 
dort oration has convinced him that it marks 
a distinct advance in the treetment of chronic 
endocervicitis. 


THE APPENDICULAR LIVER AND KID- 
NEY WITH REPORT OF CASES.* 


By LEWIS H. SWINDELL, B. S., M. D., Washington, N. C. 

Appendicitis is a condition so simple at 
times, and so difficult, obscure, and treacherous 
at others, that those have the keenest 
intuitive powers are unable t> diagnose and 
prognose ts terminations and complications. 

There are some of you, no doubt, who will 
disagree with me when I say appendicitis is 
not a medical case, but a surgical case, and 
will think it queer that I have selected a sur- 
gical case to read before a medical section. It 
is for this reason that I have selected this 
subject for those of us who at times are too 
prone to say, when we are called to a case of 
appendicitis, ‘Oh, it is only a mild 
appendicitis, may be it will clear up,” and to 


who 


case of 


*Read 


at the meeting of the Medical Society of the State 
of North i 


Carolina in Winston-Salem, April 1922, 
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wait until the evil of toxic complications or 
infectious troubles so gets hold on the patient 
that surgery is powerless against them. 
the gravity of the appendiceal lesions is not 
always in direct relation to the intensity of 
the symptoms. 

The AppenpicuLar Liver is the name given 
to the toxi-infection of the liver consecutive to 
appendicitis. 

The masterly description of the appendi- 
cular liver, made by the great Dieulafoy, 
taught us that the organ often suffers in ap- 
pendicitis patients either from acute alterations 
in the parenchyma, due to the microbic toxins, 
or even by the localization in the liver of mi- 
crobes carried there by appendicular veins and 
the branches of the portal vein. From its 
situation, the liver receives the frontal attack 
of the toxins and microbes, whose 
has been increased in the closed cavity. 

Soon after the onset of appendicitis. the 
liver may be affected by the toxins which are 
carried more rapidly than the microbes; a 
change in the hepatic cells, which deserves the 
name of toxic hepatitis, is the result. This 
“arly toxic hepatitis does not suppurate. Later, 
during the second or third week of appendi- 
citis, the microbes are carried to the liver an‘ 
cause a purulent hepatitis. It is, therefore, 
indispensable to describe separately toxic and 
purulent hepatitis. 

I —Toxic Hepatitis occurs early and is ae 
companied by neither hepatic pain nor violent 
symptoms. ‘The main symptoms are jaundice, 
choluria, urobilinuria and albuminura. 

The main symptom which I wish to dce- 
scribe—toxic jaundice—may appear on_ the 
second or third day of attack of appendicitis. 
It is not often marked, but only a slight vellow 
tint. more pronounced in conjunctiva and face, 
and it is only in exceptional cases that it be- 
comes general like true jaundice. The 
dice is not of long duration and quickly dis- 
appears after appendectomy. This form of 
jaundice is sometime the sole evidence of the 
appendicular toxicity, but most frequent!) 

i with albuminuria secon | 


For 


virulence 


jaun- 


is associated as a 


sign. In patients suffering from appendicitis, 
we must always look for jaundice and albu- 


minuria, and urine must always be examined 
for pigment, albumen and casts, because all ot 
these signs, formerly and even now too much 
neglected, point to thé impregnation of the 


system by the appendicular toxines. 
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I1.—Inrecrive Purutenr Hepariris. This 
toxic hepatitis, as I have said, occurs early and 
is accompanied neither by hepatic pain nor 
violent symptoms. Purulent hepatitis, due to 
infection by the appendicular microbes, is quite 
different. It appears during the decline or 
convalescence of appendicitis, and is accom- 
panied by sharp rigors, severe fever, pains in 
the hypochondrium, rapid increase in size of 
liver, jaundice, ete. 

Case I—Mr. A. was operated on in Norfolk 
for acute gangrenous appendicitis. Drainage 
put in. Patient got along very well for two 
weeks when he begun to have chills aad run a 
high fever. This continued for about 
weeks when a second operation was done, 
thinking probably there was an abscess which 
was not draining. At this operation nothing 
found. Patient improved and in two 
weeks got out of hospital and went to Belhaven 
to recuperate. About one week later patient 
begun to have chills and rigors the second time, 
turned jaundiced, liver became enlarged and 
very painful and tender. He was brought to 
F. M. Hospital, Washington, N. C. This was 
about five weeks since his first operation. 
After entering hospital, on examination, we 
found liver very much enlarged and very pain- 
ful and tender. <A distinct jaundice extended 
over whole body. This jaundice persisted, 
with daily remission of fever, ranging from 
103°-105°, for about one week, when patient 
died. Post-mortem examination confirmed 
diagnosis. Liver was very large, weighed 100 
ounces, surface showed at various points yel- 
lowish or brownish projections—consistency of 
organ was soft, sections of lobe revealed ab- 
scesses everywhere, the gland being riddled 
with them. 


two 


was 


Case II.—I was called toa patient December 
26, 1921. He gave history of previous attack 
of appendicitis. I had been to him with two 
previous attacks of only slight pain in right 
lower abdomen, no tenderness, no rigidity. I 
would give him a mild purgative and condition 
would clear up. ‘This time, December 26, 1921, 
he attack. Temperature 
was only 100°, pain not severe, but he had a 
sick, anxious look, was slightly jaundiced. I 


had a more severe 


advised operation and brought him to_hos- 


pital. An immediate operation was performed 


and we found a gangrenous appendix. Ap- 
pendix removed and drainage inserted. Drain- 


age removed in three or four days. Patient got 
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along nicely for two weeks, when he began to 
run a temperature. Turned slightly jaundiced, 
liver became enlarged and tender. ‘This jaun- 
(lice with remission of fever, gastric intoler- 
ance and vomiting continued for two weeks 
when patient died. Post-mortem examination 
revealed a very large liver, soft in consistency, 
riddled with multiple abscesses. 

This hepatic infection is one of the most 
terrible complications of appendicitis. Dieu- 
lafoy reports only two cases to have recovered 
As a matter 
of fact, however successful the surgeon may be 
in solitary abscess, intervention is hopeless in 
appendicular infection where abscesses of the 
liver are counted by the dozens. 


from multiple abscess of liver. 


In appendicitis we must never wait, for we 
can never know what the future has in store 
for us. So, therefore, let us never forget that 
the fatal consequences of appendicitis are by 
no means always in relation to the intensity 
of the symptoms. 

APPENDICULAR KupNEyY. 

d | pp ndicular Albuminuria. 


Toxic Nephritis. 

Reduced to its 
simplest terms, toxic appendicular nephritis 
reveals itself by a single sign, albuminuria. 
In nearly all severe cases of appendicitis, the 
effect on the kidneys is at once shown by albu- 
minura. The albumen may appear on the first, 
second or third day, and is sometimes associated 
with slight jaundice which also indicates toxic 
Simple albuminuria, which yields 
after resection of the appendix, is, I repeat, 


poisoning. 


the only symptom of slight appendicular 
nephritis. In such cases the renal lesion is 


neither severe nor lasting, and yet we must 
not trust this apparent benignity, because this 
simple albuminura, whether it be associated or 
net with jaundice, is at times the first warning 


grave trouble which may en:! in death 

Yrom the clinical point et appendicit- 
lar nephritis does not resemble other krown 
forms of acute nephritis. It is not comparable 
with searlatinal or early syphilitic nephritis. 
Swelling of the face and of the eyelids, acute 
oedema, dropsy, cedema of lungs, and serous 
effusion which are seen in other kinds of acute 
nephritis are not present in appendicular 
nephritis. C®dema of the eyelids and of the 
face is absent and, as appendicular nephritis 
loes not show itself as a rule by any visible 
sign, the diagnosis is by no means evident and, 


view 


therefore, this variety of nephritis has passed 
unnoticed. 
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Albumen, which is often abundant in other 
forms of acute nephritis, is generally scanty 
in the appendicular form. On the other hand, 
granular casts may be found in the urine as 
early as the second or third day, and are a bad 
sign. Albumen alone does not make the prog- 
nosis of appendicitis absolutely bad, but it is 
a sign of poisoning and a danger signal. This 
danger does not come from the nephritis alone; 
it arises also from the general intoxication of 
the system,—that is, from appendicemia. 

Jaundice, which indicates the involvement 
of the liver, is fairly often associated with al- 
buminuria. These two signs generally appear 
early and together. 

Their signification may not be fatal and vet 
n0 one can say whether the intoxication will 
confine itself to slight nephritis or hepatitis, 
whether it will end in more extensive 
lesions such as toxic gastritis, vomito negro, 
renal or hepatic insufficiency, nervous compli- 
vations, general poisoning and death. 


or 


The history of appendicitis is always de- 
ceptive and the poison often accomplishes its 
work without giving any sign. We see then 
the errors in the old description of appendi- 
citis as a purely local disease in which the 
worst complication was peritonitis. 

The patient, therefore, does not succumb to 
the circumscribed peritonitis, but to the ap- 
pendicular poisoning which precedes the in- 
fection. Peritonitis is not the all-important 
complication in appendicitis; we must take 
account of the toxic complications which some- 
times precede the infectious troubles, and are 
the more to be feared as surgery is powerless 
against them. 

In closing, let me draw a parallel between 
the appendicular liver and the appendicular 
kidney. 

I described separately early toxic hepatitis, 
which is non-suppurative, and infective hepa- 
titis, which occurs later and occupies a promi- 
nent place in+the history of the appendicular 
liver. ‘This purulent hepatitis is readily ex- 
plained, because the infective agents are car- 
ried direct from appendix to the liver by the 
tributaries of the portal vein. It is not so in 
the case of the appendicular kidney, which can 
only become infected by a circuitous path; con- 
sequently, infective nephritis with abscess of 
the kidney is relatively very rare, whilst toxic 
nephritis, especially the slight form, is com- 
mon. 
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The Regular Doctor. 
Richmond, Va., April 24, 1922. 
To THe Eprror:— 

Members of the medical profession are a 
long-suffering tribe. While there may 
occasional frictions and factions among them- 
selves, they too infrequently fail to resent im- 
positions from the outside. 


be 


A few weeks ago one of the leading papers 
of Richmond, in speaking of the doctors who 
were appointed on the State Medical Board, 
distinguishing them from the homeopaths and 
the osteopaths, referred to them as “allopaths.” 
As you know, “there is no such animal” as an 
allopath. This name was “wished” upon the 
ordinary garden variety of doctors—the regu- 
lar medical profession—by the founder of 
homeopathy, whose disciples practiced med- 
icine according to the creed of “simé/ia simili- 
The distinguishing feature of 
an ordinary, or regular, doctor is that he has 
no scientific creed, and is at perfect liberty to 
lise any remedy or measure that appears to him 
to be to the best interest of his patient. The 
moment he begins to designate himself as fol- 
lowing any definite creed, in medicine, he be- 
comes a sectarian, and ceases to be a regular 
doctor. Yet, there are many physicians who 
will permit themselves to be designated as 
“allopaths,” though an “allopath,” according to 
Winston’s Dictionary, is “One who favors or 
practices a system of medicine which treats 
disease by inducing an action opposite to that 
of the disease treated.” The designation “allo- 
path” was necessary from the standpoint of 
the founder of homeopathy, because he insisted 
upon branding regular doctors with some 
creed, merely because his followers had a 
creed. 


hus curantur. 


I feel that every regular doctor should res- 
ent this term. Possibly, if the regular medical 
profession as a whole would take more pains 
to let the public know what this profession 
stands for, the legislators would cease to con- 
fuse regular doctors with osteopaths, chiro- 
practors, poropothists and drugless healers. 

Unless the regular doctor will make known 
what he stands for, the public has no way of 
obtaining this information. Certainly, the 
public will not be accurately informed about 
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the regular medical profession if the informa- 
tion comes through the sectarians in medicine. 
J. SuHetron Horsiey, M. D. 


Secretary’s Announcement 


Of General Interest. 


Two component societies have recently re- 
organized and are showing renewed interest 
in professional and organization matters. 
These are the Nansemond County Society re- 
cently reorganized in Suffolk with all of the 
old members and several the 
Fauquier County Society which comes in with 
a new name—the Warrenton Medical Society. 

Sussex County physicians met recently at 
Sussex Court House and, after a routine pro- 
gram. elected officers for the ensuing year. 
It is well to remind both old and new mem- 
bers that membership in the Medical Society 
of Virginia is worth more than formerly and 
that they should be on the alert to tell pros- 
pective members of these new features. They 
get the Vireinta Mepican Monrury, the cost 
being partly covered in the annual dues of 
four dollars. We say partly covered because 
the actual cost of getting out the journal is 
about six dollars per member per year. Men 
bers get Legal Defense when sued for alleged 
civil malpractice provided they join with the 
remainder of the society in contributing to 
the defense fund to the amount of one dollar. 
Members may have any business proposition 
or stock selling scheme investigated and _re- 
ported on without cost. This feature 
has resulted in saving several hundred dollars 
for members who decided to investigate be- 
fore investing. The actual expenses of the 
society amount to about fifteen thousand dol- 
lars less than half of which is borne by mem- 
bers. 


new ones, and 


alone 


If your organization is to continue to grow 
in usefulness and to be better able to pro- 
tect the interests of its members and to up- 
hold its- standards, the business interests of 
the Viretntra Mepican Monrury and the So- 
cietv must be favorably regarded. Our ad- 
vertisers are selected with great care and you 
should in all cases give them first considera- 
tion. How many of our advertisers do you 
patronize ? 

G. H. WHINFREY, NSecve tary-Treasurer. 
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Analyses, Selections, Etc. 





The Excretion of Arsenic after Serial Admin- 
istration of Arsphenamin and Neo-Arsphen- 
amin. 


From the Department of Pharmacology and 
Toxicology, Yale University, Underhill and 
Davis find, in a series of injections, the total 
percentage of arsenic excreted in the feces is 
larger than in the urine. Authors conclude 
that in the early intervals of the serial treat- 
ment with arsphenamin and neo-arsphenamin 
the arsenic compounds are retained in the body 
up to a point at which the tissues are saturated 
with them. When this point has been reached 
further additions are in large measure quickly 
eliminated from the body. It appears that the 
point of saturation is attained at about the 
fourth injection. (Frank P. Underhill and 
Stanton of Davis. Archive 8 of Dermatology 
and Nyphilology, January, 1922). 


Congenital Syphilis. 


Steinert states that the infants of thirty-one 
women with florid syphilis showed no signs or 
symptoms of syphilis while they were under 
observation, except a positive Wassermann re- 
action sooner or later in forty-four per cent. 
No treatment had been given seventeen of the 
women, and twenty-three and five-tenths per 
cent. of their infants reacted to the Waséser- 
mann test, and thirty-three per cent. of the 
infants of the three women given treatment 
before the pregnancy, and thirty-six and three- 
tenths per cent. of the infants of the fourteen 
treated during the pregnancy. The treatment 
had presumably sufficed to prevent develop- 
ment of symptoms, but had not been able to 
prevent the changes in the serum which en- 
In two in this 
group the syphilis was a comparatively recent 
infection. One woman and her infant never 
showed the least sign of syphilis on repeated 
examination until the woman gave a positive 
response at the fifth test, but never afterward. 
When the infant was a few months old it pre- 
sented unmistakable signs of congenital syph- 
ilis, although both mother and infant were 
persistently negative to serologic tests. Two 
other infants also showed the first signs of the 
disease when several months old. On account 
of the mother’s syphilis, these children had 
been given an early course of inunctions, but 
it had not warded off the eruption at the age 


tailed the positive response. 
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Practical Considerations in Hydrothorax of 

Cardiac Origin. 

One who has occasion to observe cases of 
heart disease may well expect to be brought 
face to face with dropsical phenomena. Ser- 
ous accumulations may take place in the peri- 
cardial, the pleural and the peritoneal cavity; 
besides, dropsical symptoms may occur in the 
skin and lungs. In the case of general dropsy 
involving the cavities and the body generally, 
it is an obvious evidence of complete 
heart decompensation, but when cases of heart 
disease are rather free from evidence of gen- 
eral dropsy and where the peritoneal cavity 
and pericardium show no signs of serous ac- 
cumulation, it is no easy task always to detect 
hydrops of the thorax. This is particularly 
true where such hydrothorax is bilateral and 
associated with conditions of the kiuinevs or 
lungs which are, alone, enough to explain the 
presence of that mest distressing symptom, 
dyspnea. 

It is right, however, to observe that the 
presence of hydrothorax in heart disease is 
frequently over-looked and that the serious 
impairment to the lungs, as well as the grave 
oppression upon the lesser circulation and the 
heart itself, is often allowed to go for days, and 
sometimes for weeks. unobserved and unre- 
lieved. Such a case was recently referred to 
the writer by a fellow practioner, who had in- 
herited the case from another practitioner. 
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Be it said to the credit of the latter that he 
visited the young man only twice and recog- 
nized the real condition. Examination showed 
a rheumatic heart in a lad of eighteen years. 
Decompensaton had long since occurred and 
for weeks on end the patient had been suffer- 
ing with difficult breathing, and for quite a 
long time had been unable to go to bed, but 
had been sitting day and night in a chair. In- 
spection, percussion and auscultation disclosed 
an evident hydrothorax and a patient in ex- 
tremis. Aspiration and slow withdrawal of 
fluid gave only temporary relief; the patient 
died. For days no discovery had been made of 
this hydrothorax and the shortness of breath 
was taken to be “a sign of heart disease.” 

Only on a recent trip out of town in consul- 
tation with a physician concerning his wife, 
who had been in bed sick for six weeks with 
heart and who suffering with- 
out much improvement in her condition, from 
shortness of breath, and whose systolic blood 
pressure was 180 mm. Hg., but whose urinary 
findings were reported negative, it was easy 
to demonstrate a rather marked hydrothorax 
on the left side. This was probably the prom- 
inent cause of the persistent dyspnea. 


disease was 


NATURE AND MECHANISM. 


Hydrothorax is a term used to denote the 
presence of a clear serous fluid accumulation 
in the pleural cavity. Not of in- 
flammatory origin, it is usually clear and 
transudes from pleural walls as the result of 
obstruction in the flow of venous blood. It is 
found in chronic valvular heart disease, in my- 
ocarditis, nephritis, thoracic aneurism, cirrho- 
sis of the liver, or an hydremic condition of 
the blood. It is not accompanied by the usual 
signs of pleursy with effusion except in the 
likeness of the late signs of dulness and ab- 
diminution of breath and vocal 
The pleura is not thickened; there 
are no friction sounds, as in pleurisy. The 
neprhitic hydrothorax is usually bilateral but 
in these cases the decompensating heart is often 
associated and may the of a uni- 
lateral hydrothorax. It is very difficult to ex- 
plain why hydrothorax occurs in some cases 


being 


sence or 


sounds. 


be cause 


and not in others. In heart cases the right 
sided accumulation is most common, par- 


ticularly in the first stage of hydrothorax. 
ut it is often seen to occur in the right side 
and only in that side for weeks, but after as- 
piration and aspiration of the right it has be- 
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come necessary to aspirate the left pleura; in 
one case, there was need for aspiration of the 
right and left side on alternate days for weeks, 
in the late stage of the cardiac decompensa- 
tion: in this case aspiration of the pleural cavi- 
ties was done one hundred times. 

The mechanical explanation 
thorax is yet unsettled. Some 
it is brought about by the 
of the dilated right heart upon the 
azygos vein. This is combated by Fetterolf 
and Landis who state that (1) only two-thirds 
of the pleural membrane is drained by the 
azygos vein: (2) anastomosis of the azygos 
veins is numerous and rich; (3) azygos minor 
emptving into the azygos major is subject to 
the same influences and so would produce a bi- 
lateral hydrops: heart cannot anatomically ex- 
ert pressure upon the azygos major vein alone. 

These authors* believe that it is due to the 
compressure of the pulmonary veins at the 
root of the lungs. The confirmation of this is 
found in the statement of Miller that “the 
capillary net work into which the branchial 
artery breaks up in the visceral pleural gives 
rise to radicles which join the pulmonary 
veins.” The dilatation of the right auricle upon 
the pulmonary vein is the explanation of right- 
sided hydrothorax, while the same explana- 
tion is given for left-sided effusion by the dila- 
tation of left auricle and ventricle compressing 
the left pulmonary veins. 

The removal of the fluid is usually followed 
by a relief of the symptoms and re-expansion 
of the lungs. But recently, in case under 
observation, the lungs were collapsed and no 
relief was obtained by aspiration, although it 
was sufficient. 


of hydro- 
hold that 
pressure 


was done as soon as evidence 
The patient was a diabetic of long standing 
and this was accepted as the explanation of 
the failure of the lungs to expand after the 
removal of the fluid. 

SIGNS. 

Occurring as complications of a chronic ill- 
ness, hydrothorax must be considered a grave 
condition. The outstanding symptom is dysp- 
nea. But dyspnea is also the outstanding 
symptom of other conditions and so, in all 
chronic heart and nephritice cases, it should be 
the rule of clinicians to repeatedly make ex- 
aminations of the chest in the presence of 
dyspnea with the thought in mind of determin- 
ing the presence or absence of accumulation of 








*Diseases of the Chest: Norris Landis, Second Edition, pages 
614 Ex. Cet. 


VIRGINIA MEDICAL MONTHLY. 


| May. 


dropsical fluid in the chest. Inspection of the 
lateral walls of the chest and the percussion 
for dullness and the palpation for diminished 
fremitus, auscultation for diminished breath 
and vocal sounds, enter very decidely into the 
question of diagnosis. The x-ray may be re- 
sorted to in case a confirmatory examination is 
needed. But usually, a small needle intro- 
duced on the axillary line about the 6th inter- 
space will clear up the whole matter. 


News Notes 


Recent Legislation in Virginia. 

The U. S. Children’s Bureau reports that 
the following bills proposed by the Chil- 
dren’s Code Commission of Virginia were 
passed’ by the General Assembly : 


Ist. The Bill providing for changing the 
name of the State Board of Charities and 


Corrections to State Board of Public Welfare. 
making that Board the State Board of Chil- 
dren’s Guardians, creating within that board 
a children’s bureau, and providing for the es- 
tablishment of local boards of public welfare 
in each county of the State, was passed in 
substantially the form in which it was pre- 
sented. The plan of organization is modeled 
after the North Carolina system. 

2nd. Jtuvenite Courr Brits. The juvenile 
court procedure bill provides for chancery pro- 
ceedings, instead of the old semi-criminal pro 
cedure, which has previously existed. A new 
bill extends the juvenile and domestic relation 
courts system to the counties of the State, giv- 
ing these courts practically the same juris- 
diction now exercised by such courts in cities. 
The plan is to have a special Justice of the 
Peace appointed by the Judge of the Circuit 
Court. It is thought that by having the local 
board of public welfare advise with the Judge 
in the selection of the person for this position, 
a man or a woman of a very high type can 
be secured. 

3rd. A group of bills providing for (a) 
public relief for children in their own homes to 
be administered by the local boards of pub- 
lic welfare; (b) regulating child-placing and 
child-caring institutions and agencies: (c) 
regulating maternity hospitals; (d) regulat- 
ing boarding houses and nurseries for chil- 
dren under six years of age. No State appro- 
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priation was made for the operation of the 
mother’s aid law. 

4th. A new child labor. bill, which is a 
decided improvement over the existing law, 
was‘ adopted. It still retains, however, the 
exception, permitting children between the 
ages of twelve and sixteen to work in fruit 
and vegetable canning factories during the 
summer vacation. 

5th. A new compulsory school attendance 
law requiring children between the ages of 
eight and fourteen to attend school. The 
original bill was very much cut to pieces, but, 
as finally passed, the law is a slight improve- 
ment over the existing statute. 

A number of other minor measures 
passed, making a total of eighteen out of 
twenty-eight bills. The laws will 
printed in pamphlet form. 


were 
soon be 


Among bills which have been signed by the 
Governor is House Bill No. 354, which “adds 
a clinic of doctors and nurses to bureau of 
tuberculosis education of State Board of 
Health, appropriating $15,000 for 1922 and the 
same for 1923.” 


The Virginia Society of Oto-Laryngology 
and Ophthalmology 


Held its semi-annual meeting in Roanoke, 
April 13. under the presidency of Dr. W. F. 
Mercer, of Richmond. The papers included 
a symposium on Corneal Ulcer, which was 
handled by Drs. James Morrison, of Lynch- 
burg. and Emory Hill, of Richmond. Drs. 
George Mackenzie, of Philadelphia, and John 
R. Page, of New York City, read papers as 
invited guests. The rest of the program in- 
cluded interesting papers by Drs. J. A. White. 
Clifton M. Miller and John Dunn, of Rich- 
mond; W. E. Driver, of Norfolk; Geo. M. 
Maxwell and E. G. Gill, of Roanoke. 

The meeting was the most successful that 
this Society has ever held. Dr. E. G. Gill, of 
Roanoke, is vice-president, and Dr. J. R. Gor- 
man, of Lynchburg, secretary-treasurer. 

J. R. Gorman, Sec’y-Treas. 


The Sussex County (Va.) Medical Society 


Held its regular meeting for the election 
of officers on April 13, at which time the fol- 
lowing were elected for the ensuing year: 
President, Dr. T. M. Raines, Wakefield: vice- 
president. Dr. J. F. Slade, Stony Creek: 
retary-treasurer. Dr. C. P. Neblett, Waverly. 


sec- 
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St. Louis Meeting of A. M. A. 
The local entertainment committee. under 


‘ 


the chairmanship of Dr. C. E. Burford, have 
been busy preparing to show visitors to the 
Americal Medical Association the hospitality 
for which St. Louis is so famous, and are ar- 
ranging diversons which will be restful and 
entertaining. 

The Annual Golf Tournament 
mence on Monday, May 22. 

On Tuesday evening the opening meeting 
will be held in the Odean and arrangements 
are being made to have the music and ad- 
dresses transmitted by radio to various parts 
of the city and to distant cities. 

Wednesday evening is given over to ban- 
quets, such as Alumni, Fraternal, Sectional, 
On this evening the visiting ladies and 
those doctors who are not engaged at the din- 
ners will be entertained at one of St. Louis’ 
noted moving picture with 
music and other features. 

Qn Thursday afternoon, the Medical De- 
partment of Washington University is giving 
a special tea on the grounds of the institution 
and that evening will be given over entirely 
to the President’s reception, to which are in- 
vited all of the doctors and their ladies. 

The chief entertainment feature has been re- 
served for Friday evening and it is hoped that 
every visitor will remain in St. Louis for this 
evening. A special program will be given 
for the entire association in the unique open 
air Municipal Opera. whch has a comfortable 
seating capacity of 10,000. The location is in 
the heart of Forest Park, with its special 
lighting effect made possible by the natural 
foliage of the forest, which can be appreciated 
only by those who visit it at night. © 

The Ladies’ Entertainment Committee. un- 
der the leadership of Mrs. Willard Bartlett, 
has arranged to take charge of every lady vis- 
itor who may accompany the doctors and prac- 
tically every hour of their time has been ar 
ranged for. 

All members of the Association are urgently 
requested to attend this meeting and bring the 
ladies of their families with them. 


will com- 


etc. 


shows, special 


Dr. Brown Completely Vindicated. 
The special board of directors of the 
ern State Hospital, at Williamsburg. 
have completed their investigation of the 
charges preferred against Dr. W. 
Brown, superintendent, and the management 


East- 
Va., 


George 
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of the institution, by Charles W. Bowcok, an 
employee, and Dr. H. U. Stephenson, Toano, 
the chairman, announces that not a single one 
of the long list was sustained. Mr. Bowcok, 
who came from Newport News, where he was 
employed in the local shipyard, charged the 
hospital authorities with having mistreated 
the inmates, and also with general mis- 
management. He was a night watchman and 
was later discharged for an infraction of the 
rules. 

The Board investigated every charge. 
Most were of a trivial nature, telling of vari- 
ous things which had gone wrong, all of which 
Dr. Stephenson said might have been admitted 
and still not have reflected upon Dr. Brown 
or the management. 

The vindication of Dr. Brown was 
plete, the board expressing every confidence 
in his management which it regards as ex- 
ceptionally fine. 

U. Va. Chapter, Alpha Omega Alpha Society, 

Takes in Many Members. 


com- 


On the night of April 12th, the Uni- 
versity of Virginia Chapter of the Hon- 
orary Medical Society, Alpha Omega 
Alpha, conducted public initiation cere- 
monies in the auditorium of Madi- 
son Hall. Dr. Henry A. Christian, Hersey 


Professor of Medicine at the Harvard Univer- 
sity Medical School, gave the principal ad- 
dress of the occasion. The following medical 
students were taken into the Society: from 
the fourth-year class, Charles Calhoun Hedges, 
Marietta, Ga., Charles Bruce Morton, Alexan- 
dria, Va., Albert Austin Pearre, Frederick, 
Md.; from the third-year class, Monroe Jacob 
Epting. Jr., Savannah, Ga., Robert Battaile 
Hiden, Pungoteague, Va., Caldwell Jackson 
Stuart, Washington, Va. From among the 
medical alumni the following doctors were 
initiated: Joseph H. Abraham, New York 
City, John F. Anderson, New Brunswick. N. 
J.. Pual V. Anderson, Richmond. Va., Wil- 
liam D. Anderson, Chattanooga, Tenn., Paul 
B. Barringer. Charlottesville, Va.. Richard P. 
Bell, Staunton, Va., Micajah Boland. Hamp- 
ton Roads, Va., W. E. Bray, University. Va., 
James B. Bullitt, Chapel Hill, N. C., John 
W. Burke, Washington, D. C., Carter S. Cole, 
New York City, R. F. Compton, University, 
Va., J. O. Crider, University of Mississippi. 
John Staige Davis, University, Va., Robert 
Hill Davis, St. Louis, Mo., William Patton 
Fite. Muskogee, Okla., John P. Fletcher, Car- 
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lisle, Pa., Wade H. Frost, Baltimore, Md., 


Henry D. Furniss, New York City, Lucius G. 


Gage, Charlotte, N. C., Goodlatte B. Gilmore, 


Norfolk, Va., William H. Goodwin, Univer- 


sity, Va., Charles R. Grandy, Norfolk, Va., 


Lomax Gwathmey, Norfolk, Va., George Tuck- 
er Harrison, 
Hedges, Charlottesville, Va., J. Shelton Hors- 


ley, Richmond, Va., Alfred P. Jones, Roanoke, 


Va., Beverly R. Kennon, Norfolk, Va., South- 


gate Leigh, Norfolk, Va., David R. Lyman, 


Wallingford, Conn., William D. Macon, Char- 
lottesville, Va., EK. M. Magruder, Charlottes- 
ville, Va., Charles L. Minor, Asheville, N. C 


Harry L. Myers, Norfolk, Va., Col. William 


QO. Owen, Washington, D. C., Thaddeus B. 
Reeves, Greenville, S. C., Mason Romaine, 
Petersburg, Va., Lawrence T. Royster, Nor- 
folk, Va. G. B. Setzler, University, Va.. 
Joseph F. Siler, Washington, D. C., D. C. 
Smith, University, Va., Kyle Bear Steele, 
New York City, George T. Vaughan, Wash- 
ington, D. C., J. A. Waddell, University, Va.. 
Carrington Williams, Richmond, Va., Gordon 
Wilson, Baltimore, Md., Robert H. Wright. 
Richmond. Va., and Hugh H. Young, Balti- 
more, Md. 


The States and the Federal Maternity Act. 

According to State Health Legislation, pre- 
pared by the U. S. Public Health Service with 
the co-operation of the National Health Coun- 
cil, it is announced that thirty-six states have 
now accepted the provisions of the Federal 
Act for the promotion of the Welfare and 
Hygiene of Maternity and Infancy. In eight 
of these states, the acceptance was by an act 
of the legislature and in the remainder through 
proclamation of the Governor. The states 
which have not yet accepted the act are: Cali- 
fornia, Louisiana, Maine, Maryland, Massa- 
chusetts, Washington, Mississippi, Nevada, 
New York, Rhode Island and Tennessee. 
Massachusetts, whose legislature is now in 
session, definitely turned it down. In New 
York, while the Federal Maternity aid was 
rejected, both houses passed on March 17 a bill 
which provides $130,000 for the protection of 
the health of mothers, infants and children. 
The State Department of Health would be 
charged with the administration of the act, 
through a Division of Maternity, Infancy 
and Child Hygiene. Kentucky, South Caro- 
lina, Virginia and New Jersey have accepted 
the act during the recent sessions of their leg- 
islatures. 


| May, 


University, Va., Halstead 3S. 
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Blue Ridge Sanatorium Has Children’s Pa- 
vilion. 

This sanatorium, located near Charlottes- 
ville, Va., is now ready to receive applications 
for admission to its children’s pavilion which 
will accommodate forty-five children suffering 
from tuberculosis. This is the first of the Vir- 
ginia sanatoria to open such a department. 
Applications for admission should be sent to 
the Medical Director, Blue Ridge Sanatorium, 
Charlottesville, Va. Within a few months, 
work will be started on similar pavilions at 
Catawba and Piedmont. 

A campaign is also being conducted to raise 
$10,000 for the erection of a chapel at Blue 
Ridge Sanatorium, so that the 180 patients 
there may have a place to meet for religious 
services. About one-third of the amount has 
already been raised. Dr. Frank B. Stafford 
one of the assistant physicians, is treasurer 
of this fund. 


Noted Spanish Surgeon Holds Clinic. 


Learning that Dr. Ignacio Barraquer, the 
noted specialist of Barcelona, Spain, was in 
this country, a committee of Richmond doctors, 
composed of Drs. J. A. White, John Dunn, 
R. H. Wright, Emory Hill and Clifton Miller, 
induced him to come to this city and have a 
clinic. This was arranged for April 24 and 
the clinic was held at Memorial Hospital. Dr. 
Jarraquer was assisted by Dr. Francisco 
Poyales, of Madrid, and they operated on 
seventeen cases of glaucoma and cataract. His 
method is “the removal of the film by a vacu- 
um method, which makes use of an electric 
current through a little suction cup intro- 
duced into the eye.” Good results have been 
reported to date. 

From Richmond, Dr. Barraquer went to 
Washington to attend the International Oph- 
thalmojogical Congress and immediately fol- 
lowing this he expected to return home. While 
in this country he held clinics in New York, 
Philadelphia and Boston, in addition to the 
one in Richmond. 


Board to Administer the Medical Fellow- 


ships. 


The National Research Council has ap- 
pointed a special Board of eminent medical 
men to administer the National Fellowships 
in Medicine which the Research Council is 
able to offer through special gifts to it by the 
Rockefeller Foundation and General Educa- 
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tion Board amounting to $100,000 a year for 
five years. 

The members of the Board are: Victor C. 
Vaughan, formerly Dean, Medical School, Uni- 
versity of Michigan, now Chairman, Division 
of Medical Sciences, National Research Coun- 
cil; ex-officio, chairman; David L. Edsall, 
Professor of Medicine and Dean of the Medi- 
cal School, Harvard University; Joseph Er- 
langer, Professor of Physiology, School of 
Medicine, Washington University, St. Louis; 
G. Carl Huber, Professor of Anatomy and 
Director of Anatomic Laboratories, Univer- 
sity of Michgan; E. O. Jordan, Professor of 
Bacteriology, University of Chicago; Dean 
Lewis, Professor of Surgery, Rush Medica! 
School, Chicago; W. G. MacCallum, Profes- 
of Pathology and Bacteriology, Johns 
Hopkins University; Lafayette Mendel, Pro- 
fessor of Physiological Chemistry, Yale Uni- 
versity; and W. W. Palmer, Professor of 
Medicine, Columbia University, School of 
Medicine. 

The fellowshps are open only to students 
who have already obtained the degree of M. 
D. or Ph. D or have equivalent qualifications. 
Fellows will be appointed for one year with 
the privilege of applying for reappointment. 
Applications or requests for special informa- 
ton should be made to the Division of Medical 
National Research Council, 1701 
Massachusetts Avenue, Washington, D. C 


sor 


Sciences, 


Two Notable Journals Consolidate. 

April 22nd marked the passing of the last 
of the old independent medical weeklies—the 
Mrpican Recorp. The final issue as a sepa- 
rate publication appeared on that date and 
announcement made that the Mepican 
Recorp had been sold to, and combined with, 
the New York Mepican Journax, which ap- 
pears semi-monthly. 

Throughout the fifty-six vears of its ser- 
vice to the profession, the Mepican Recorp 
has had the same publishers and but two edi- 
tors. Dr. George F. Shrady guided its course 
for the first thirty-eight years and was suc- 
ceeded by his assistant, Dr. Thomas L. Sted- 
man, who has long been dean of American 
medical editors, and widely esteemed. The 
famous old firm of William Wood & Company 
will now devote its energies entirely to the 
publication of medical books in which service 
it has been engaged for 118 years. 

It is interesting to recall that many of the 
most important discoveries and developments 


Was 
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in the progress of medicine were first announ- 
ced to the American profession by the Mept- 
caL Recorp. These include Lister’s method 
of antisepsis; Koch’s discovery of the tuber- 
cle bacillus and that of tuberculin; the em- 
ployment of cocaine in eye surgery; the Roent- 
gen rays; the discovery of the antitoxin of 
tetanus and that of diphtheria; Madame 
Curie’s discovery of radium and many others. 


The Virginia, Maryland and District of 
Columbia Medical Society 


Will hold its Spring meeting at Warrenton, 
Va.. Wednesday, :-May 17. Dr. Stephen 
Harnsberger, of Warrenton, is president and 
Dr. J. D. Rogers, of Washington, D. C., sec- 
retery. 

Councilor for Second District. 

At a meeting of the delegates from the com- 
ponent societies of the Second Congressional 
District. held on April 15, 1922, Dr. R. Lloyd 
Williams, of Norfolk, was elected to fill the 
unexpired term of Dr. J. J. Miller, deceased, 
as Councilor of the Medical Society of Vir- 
ginia from the Second District. Six delegates 
were present and Dr. Williams’ name was the 
only one placed in nomination. 

J. L. Rawsis, Secretary. 


Chiropractors Living Hard. 


According to the Jeurnal of the A. M. A., 
a decision of the Ohio state court of appeals. 
affirmed by the state supreme court, ruled that 
chiropractors cannot practice in Ohio unless 
licensed to do so by the State Medical Board. 
The U. S. Supreme Court declined to review 
the decision. The result is the chiropractors 
who have been practicing in that state without 
license will now be subjected to vigorous prose- 
cution, unless they secure licenses to practice. 
Dr. Elbyrne G. Gill, 

Of Roanoke, Va., has been elected presi- 
dent of the University Club of that city. 
The American College of Physicians, 

At their annual meeting in Minneapolis, 
elected Dr. James M. Anders, of Phladelphia, 
president, and Dr. Frank Smithies, of Chicago. 
secretary. 

Dr. George T. Harris, 

Of Madison Heights, Va., has been elected 
vice-president of the Lynchburg, Va., branch 
of the Alumni Association of the University of 
Richmond. 
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Dr. L. S. Foster, 

Recently of Norfolk, Va., is now located in 
Williamsburg, Va. 
Dr. and Mrs. R. K. Flannagan 

Have returned to their home in this city 
after a visit to Atlanta, Ga., where they went 
to attend the marriage of their son Roy K. 
Flannagan, Jr., and Miss Victoria Iler. 


Vitamines Not A Cure-All. 

According to 7. S. Public Ilealth Reports, 
the present popular tendency to extol vita- 
mines as a “cure-all” may be drawing to a 
It is reported that efforts during the 
vear to discover the unidentified food sub- 
stance whose absence from the diet causes pel- 
lagra have excluded two of the three known 
vitamines. The search for the missing ele- 
ment is being steadily narrowed. 

Should Your Name Be On The Honor Roll? 

All ex-service men in Virginia who received 
decorations, citations or other official recogni- 
tion for bravery or conspicuous service in 
the World War. and who have not sent copies 
of citations and official letters of recommen- 
dation to the Virginia War History Com- 
mission, Room 9, State Capitol, Richmond, 
Va., are urged to do so without delay. 

The Commission is about to publish the 
official citation of every Virginian who has 
furnished the proper credentials. It is very 
important that ths Distinguished Service List 
be made complete and if Your name should 
be on the Honor Roll, see that it gets there 
by posting a certified copy of your citation 
to the above address Now. 


Norfolk County Medical Society Still Active 
in Spite of Fire. 


close. 


In a fire several weeks ago in Taylor Build- 
ing. Norfolk, Va., the rooms of the Norfolk 
County Medical Society were damaged but the 
loss was well covered by insurance. ‘The dam- 
age to the Library was neglible, being confined 
to a few not very valuable volumes. For the 
present their meetings are being held in the 
auditorium of the Chamber of Commerce. 


Dr. William F. Grigg, 

Of this city, received a commission from the 
Governor as one of the delegates to represent 
the Commonwealth of Virginia at the tenth 
annual convention of the U. S. Good Roads’ 
Association, which met in Phoenix, Arizona, 
April 24-29, 1922. 
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School Trustees of Richmond. 

Drs. W. H. Parker and Clifton M. Miller 
have been re-elected school trustees from their 
respective districts, for the city of Richmond. 
New City Physician For Lynchburg, Va. 

Dr. Percy Harris, of Scottsville, Va., has 
been appointed City Physician for Lynch- 
burg. Va., and entered upon his duties May 1. 
He succeeded Dr. Gilbert O. Crank, who re- 
signed to accept a position as resident physi- 
cian of a coal corporation at Lawton, W. Va. 
Dr. M. C. Sycle, 

Richmond, has returned home after spend- 
ing a week in Rochester, N. Y. 

High Point, N. C., to Have New T. B. Sana- 
torium. 

A new tuberculosis sanatorium, to cost $100.- 
000, is to be erected by Guilford County, at 
High Point, N. C. 

Louisiana State Medical Society. 

At the annual meeting of this Society in 
Alexandria, April 11-14, Dr. P. J. Gelpi, New 
Orleans, was elected president, and Dr. P. T. 
Talbot, also of New Orleans, secretary-treas- 
urer. 


The American Congress on Internal Medicine, 


At its annual meeting recently held at 
Rochester. Minn., elected the following offi- 


cers for the ensuing year:—President, Dr. 
Sydney R. Miller, Baltimore; vice-presidents, 
Drs. Henry 8S. Plummer, Rochester, Minn.. and 
Stuart R. Roberts, Atlanta, Ga.: treasurer, Dr. 
Clement R. Jones, Pittsburg, Pa.: secretary 
general, Dr. Frank Smithies, Chicago. 


Dr. L. H. Apperson 


Has located at 616 Church St.. Lynchburg, 
Va. 
Dr. Henry V. Johnston, 
Recently of the U. S. Publie Service. has 


resumed his practice at Princess Anne Court 


House. Va. 
Married. 


Dr. Benjamin Blanton Dutton, Jr.. of Win- 
chester, Va.. and Miss Anne Lougheed Carson, 
of Riverton, Va., April 19. 

Dr. Arthur Bryan Carr, of War, W. Va., and 
Miss Annie Crenshaw Armstrong, of this city, 
April 20. Dr. Carr graduated from the Med- 
ical College of Virginia in 1921. 

Miss Gene Gray Heck, niece of Dr. and Mrs. 
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J. Allison Hodges, of this city, who has made 
her home with them since a small child, and 
Mr. Marshall Gilliam Munce, formerly of this 
city. now of York, Pa., May 11. 


Dr. William F. Henderson 

Returned to his home in Blacksburg. Va., 
the middle of April, after several weeks spent 
in Florida. 

Pasteur Centennial. 

While the whole scientific world is this year 
commemorating the centennial of the birth of 
Pasteur, Strasbourg, where he was professor 
of chemistry at the university, is taking the 
lead. Strasbourg plans two celebrations—one 
on the exact centennial, December 27, 1922. and 
the other, with great ceremony, June 1, 1923. 
At this latter time an exhibition will be 
opened, which is planned to demonstrate the 
progress that has been realized in consequence 

At this time, also, 
will be unveiled. 


of Pasteur’s discoveries. 
the Pasteur monument 
Dr. William Branch Porter, 

Who has been connected with the staff of 
Stuart Circle Hospital, Richmond, is leaving 
shortly to accept a position with Lewis-Gale 
Hosptal, Roanoke, Va. 

Dr. Frank W. Lewis, 

Of Morattico, Va., has been appointed coun- 
tv director of the rural community life cam- 
paign of Northumberland County. 

Dr. and Mrs. H. A. Bullock, 

Of this city, motored to Washington, for 
the Easter holidays. 

Eighth District Medical Society of N. C. 

At a recent meeting of this society. Dr. Wal- 
ter F. Cole and Dr. John,A. Williams, both of 
Greensboro, N. C., 
secretary, respectively, for the ensuing year. 


were elected president and 


The Latin-American Medical Congress 

Will be held for the sixth time in Havana, 
Cuba, in November 1922. There will be four- 
teen sections and the official language will be 
Spanish. In connection with the Congress 
there will be held a National Exhibition of 
Public Health. All correspondence relative to 
this Congress should be addressed to Dr. F. 
M. Fernandez, Prado 105, Havana, Cuba. 


The New York Electrotherapeutic Society, 

At its recent annual meeting, elected Dr. 
Victor Cox Pedersen, of that city, president, 
and Dr. Richard Kovacks, also of New York, 
secretary. 
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Dr. Stephenson May Not Leave Virginia. 

Dr. H. U. Stephenson, whom it was recently 
announced intended leaving Toano, Va., to 
locate in North Carolina, has about made up 
his mind to remain in Virginia, according to 
recent advices. He has definitely decided not 
to accept the position offered him in North 
Carolina, but has not made up his mind where 
he will go, should he leave Toano. He is being 
urged to remain there by a large circle of 
friends and admirers. 
Dr. T. H. Daniel 

Has been elected a member of the board 
of directors of the Rotary Club, of Char- 
lottesville, Va. 


Dr. Sherwood Dix, 


Formerly of this State but now with the U. 
S. Public Health Service, has been trans- 
ferred from Ft. McHenry, Md., to U. S. Vet- 


erans’ Bureau Hospital No. 72, Helena, Mont. 


Fees to be Increased at Johns Hopkins Uni- 
versity. 


It has been announced that there will be an 
increase in tuition fees next vear at Johns 
Hopkins University, Baltimore, for its medi- 
cal department, the summer school, and the 
college courses for teachers. Tuition fee in 
the medical school is to be raised from $250 
to $300 a year. 


Dr. and Mrs. S. E. Weymouth 


Have returned to their home at Callao, Va.., 
after a visit to Baltimore, Md. 


Doctors on Rotary Committees. 

Drs. W. P. Hoy and William F. Drewry 
have been appointed members of important 
committees of Petersburg, Va., Rotary Club. 


Dr. Robt. P. Kelly, 
Lynchburg, Va., has returned home after 
taking a post-graduate course in Chicago. 


State Epileptic Colony to be Enlarged. 

Construction will shortly be started at the 
Virginia Epileptic Colony of a dormitory to 
accommodate fifty additional women, an ap- 
propriation of $42,500 being available for the 
work. A smilar appropriation will later be 
available for a dormitory for men. The Col- 
ony now has 296 men and 231 women patients, 
the latter including epileptics and_ feeble- 
minded. 
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University of Kansas to Have New Hospital. 

Through legislative appropriation, contri- 
butions, and a gift from the city of Rosedale, 
the site has been purchased for the erection 
of the first unit of the new hospital of the 
University of Kansas School of Medicine, at 
Rosedale. This hospital will have a capacity 
of 100 beds and will be erected at a cost of 
$4.00.000. 


Lt. T. O. Summers, U. S. N., 

Who is located with the medical corps in 
this city, attended the Easter dances at An- 
napolis. 


Dr. Douglas Vander Hoof, 

Of this city, was elected president of the 
Virginia Association of the Johns Hopkins 
Alumni, at the annual meeting in Richmond 
in April. 


Dr. J. Wyatt Davis, 

Who was surgeon with the marines in the 
West Indies, for fourteen months, has returned 
to his home in Lynchburg, Va. 


Societies Holding Semi-Annual Meetings. 

As we go to press, the Southwestern Vir- 
ginia Medical Society is holding its Spring 
meeting in Pulaski, under the presidency ot 
Dr. A. B. Greiner, of Rural Retreat. Dr. E. 
G. Gill, of Roanoke, is secretary of this So- 
ciety. 

The Walter Reed Medical Society is hold- 
ing its third semi-annual meeting in Williams- 
burg, under the presidency of Dr. H. A. Tabb, 
of Gloucester. Dr. L. FE. Stubbs, of Newport 
News, is secretary. 

These two societies, representative of the 
western and eastern sections of Virginia, re- 
spectively, both play an important part in the 
medical activities of the State. 


Dr. S. W. Maphis 


Returned to his home in Warrenton, Va.. 
early in April, much improved by a two 
months’ rest and medical treatment in Wash- 
ington and Winchester. 


Memorial Tablet to Dr. Sims. 


A bronze memorial tablet has been placed 
in the operating theatre of the Woman’s Hos- 
pital, of New York City, as a memorial to 
the late Dr. J. Marion Sims, the inscription 
stating that he was “Founder of the Woman's 
Hospital and of Modern Gynecology.” 
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Officers in Sons of Veterans. 

At the recent reorganization of R. S. Chew 
Camp, Sons of Confederate Veterans, in 
Fredericksburg. Va., Dr. J. N. Barney was 
elected historian, and Drs. F. C. Pratt, S. L. 


Scott, C. M. Smith and J. N. Barney, sur- 
geons, 
Dr. de Schweinitz Honored. 

Under the auspices of the Philadelphia 


County Medical Society, a testimonial dinner 


was given last month in honor of Dr. George 


E. de Schweinitz, President-elect of the Ameri- 
can Medical Association, and was attended by 
more than 500 physicians. Dr. Hobart Amory 
Hare was toastmaster. In addition to a talk 
by Dr. de Schweinitz, addresses were made by 
Dr. Hubert Work. Dr. William C. Braisted. 
Dr. Ross V. Patterson, Dr. John G. Clark, and 
Dr. Edward Martin. All physicians attend- 
ine were enthusiastic in their tributes to Dr. 
de Schweinitz as “a worthy leader of American 
medicine.” 


The S. C. Medical Association, 

At its annual session in April, decided to 
hold its 1923 meeting in Charleston. This will 
be known as a “home coming” meeting, to 
celebrate the seventy-fifth anniversary of the 
founding of the association. Dr. Chas. Fred 
Williams, of Columbia, was elected president. 
and Dr. E. A. Hines, of Seneca, was re-elected 
secretary-treasurer. 

The Tennessee State Medical Association, 

In annual session in Memphis, last month. 
elected Dr. Holland M. Tigert, of Nashville, 
president; Dr. Frank A. Jones. of Memphis. 
first vice-president; and Dr. Larkin Smith, of 
Nashville, secretary. 

T. B. Rate High in France. 

According to figures of the permanent Com- 
mission on Tuberculosis, France has a much 
higher tuberculosis mortality than either Ger- 
many or England, and Paris has a higher tu- 
berculosis rate than any other world capital. 
The National Society for the Study and Cor- 

rection of Speech Disorder 

Will hold its annual meeting as an allied 
association with the National Education As- 
sociation, that meets in Boston, July 3 to 7, 
1922. The Society will meet every afternoon 
during the N. E. A. session. Full information 
may be obtained of Dr. Walter B. Swift, 110 
Bay State Road. Boston. 
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Dr. and Mrs. Frank Lord, 

Of this city, with a party of friends, spent 
the Easter holidays at Cedar Cliff Camp, on 
the York River. 


Radio Health Talks. 

The N. Y. State Department of Health, 
Albany, N. Y., is giving a series of five-min- 
ute health talks, which are being broadcast 
every Friday evening from the radio station 
WGY Schenectady, through the co-operation 
of the General Electric Company. It is in- 
tended that these talks shall be of practical 
value in giving to the public information 
which will aid in the prevention of disease and 
the preservation of health. 


Physical Defects Among Underweight School 

Chiidren. 

Karly in 1922, medical inspectors of the de- 
partment of health of Detroit completed the 
physical inspection of 8.887 school children, 
who were found to be 15% or more under- 
weight. Among these, 6,662, or 74.9%, were 
found to have one physical defect or more. 
No oustanding physical defect was found 
among the remaining 2.225. Defects appear- 
ing most frequently were enlarged or infected 
tonsils and defective teeth. 


The Cuban Society of Gastro-Enterology 
Was organized in Habana in January and 

held its first regular meeting March 13. Dr. 

Fr. Grande Rossi was elected president, and 


Dr. F. 


Solano Ramos secretary. 


Dr. George Tucker Harrison, 

University, Va., has been elected surgeon 
of the John Bowie Strange Camp, Confeder- 
ate Veterans. of Charlottesville, Va. 


Dr. and Mrs. F. S. Johns 
Have returned to their home in this city, 
after a visit to Washington, D. C. 


Rear Admiral Edward R. Stitt, 

Surgeon General of the United States Navy, 
gave an address before the Richmond Aca- 
demy of Medicine and Surgery on May 9, his 
subject being “Food Deficiency in Diseases of 
the Tropics.” 

Dr. Robt. T. Glassell, 

Who has been at Jewell Ridge, Va., for 
sometime, has returned to Bowling Green, Va. 
U. S. Civil Service Examinations. 

The U.S. Civil Service Commission. Wash- 
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ington. D. C., announces the following ex- 
aminations and will furnish full information 
upon request. 

On June 7, 1922, for Laboratory Aid in Bac- 
teriology. 

Applications will be rated 
July 31, 1922, for Associate 
chiatry and Psychotherapy. 

Applications will be rated as received until 
further notice for: Nurses in the hospitals 
of the U. S. Veterans’ Bureau and the Pub- 
lic Health Service and at Indian schools and 
agencies; Assistant Medical Officer and Jun- 
ior Medical Officer in Psychiatry; Laborato- 
rian and Assistant Laboratorian in Bacteriol- 
ogy; Dietitian in Public Health Service; Jun- 
ior Medical Officer in Indian Service and Coast 
Geodetic Survey. 


Dr. G. G. Painter, 


Pulaski, Va., has been on a visit at the home 
of his son in Emporia, Va. 


as received until 
in Clinical Psy- 


Wanted. 


A good location in Virginia. 
G.” care Virginia Medical Monthly. 


Address “S. 
(Adv.) 


Location Wanted. 

Protestant graduate of Medical College of 
Virginia in 1907, aged 40, whe has been doing 
industrial work since graduation, wants a lo- 
cation in Virginia, in some good small town. 
Must be in a good community, with good 
schools and good roads. Will not object to do- 
ing some rural work on good roads and among 
a good class of people. Available about Sep- 
tember Ist. Address this journal, No. 154. 
( Adv.) 


For Sale. 

Village and country practice, no competi- 
tion, good school, churches, bank, good roads, 
good people, good pay, and a beautiful resi- 
dence adjoining the grounds of a summer re- 
sort. Located between Bluetield, W. Va., and 
East Radford, Va. The best section of Vir- 
ginia. Price $9,000; cash payment of $5,000 
with balance on terms. if desired. Address 
“C. W.”, care ths journal. (Adv.) 
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Obituary 


Dr. Charles U. Gravatt, 

Of Port Royal, Va., a prominent plhysi- 
cian of Caroline County, and for twelve years 
a member of the State Senate, died April 14, 
after an illness which extended over a month. 
Funeral services, were held at Holy Trinity 
Church, this city, of which his brother is ree- 
tor, after which the body was taken to Port 
Royal for burial. 

Dr. Gravatt was born in Caroline County 
71 years ago. He graduated from the Col 
lege of Physicians and Surgeons, Baltimore, 
in 1870, after which he served for a long 
period in the U. S. Navy, being medical <iree- 
tor of Admiral Sampson’s fleet at Santiago, 
with the rank of rear-admiral. Upon retiring 
from the service, he resumed practice in Caro 
line and adjacent counties. He was highly 
esteemed by his colleagues in the General As. 
sembly and was particularly active in matters 
pertaining to a better highway system. im 
proved schools and health measures. Every 
office in the Capitol was represented in the 
large number of State officers who attended 
the funeral to pay tribute to Dr. Gravatt. 
He is survived by a son, two brothers and a 
sister. 


Dr. Thaddeus N. Kabler, 


Father of Dr. N. L. Kabler, of Forest Depot. 
Va., died April 28, at the age of 94 vears. 
For more than fifty years he was a practicing 
physician at Bedford Springs,, Va. 


Dr. Kemp Plummer Battle, 


Of Raleigh, N. C., prominent specialist in 
‘liseases of the eye, ear, throat and nose. died 
March 23, at Philadelphia, following a long 
illness. He was 63 years of age and gradu- 
ated in medicine from the University of Vir- 
ginia in 1881, and from Bellevue Hospital 
Medical College, New York, in 1882. He was 
an honorary member of the Medical Society 
of the State of North Carolina, a member of 
the State Medical Examining Board of North 
Carolina, and prominently identified with 
medical interests in that State. 
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THYROXIN 


Prepared only by E. R. SQUIBB & SONS 


Under License of the 
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Thyroxin , 


University of Minnesota 


URE, crystalline 
Thyroxin is the 


physiologically 
active constituent of the 
thyroid gland; a com- 
pound of definite and 
known chemical compo- 
sition containing 65 per cent. of iodine, organ- 
ically combined, as an integral part of the 
molecule. 





Fifteen grains of desiccated thyroid prepared 
under favorable conditions contains approxi- 
mately 1/64 grain of Thyroxin. This ratio 
may be used in determining the initial dose 
of Thyroxin. 


The physiological action of Thyroxin bears a 
quantitative relation to the production of body 
energy, and a system that is lacking in such 
energy may be brought up to normal produc- 
tion by its administration. 


Thyroxin is marketed in two forms—Tablets 
containing the partially purified sodium salt of 
Thyroxin for oral administration; and the Pure 
Crystalline Thyroxin for intravenous injection 
in those cases in which the Thyroxin is not 
absorbed quantitatively when given by mouth. 


Complete Information on Request. 


E-R: SQuisB & Sons, NEw YORK 


(MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE I8S5Q, 



































SUMMER WEARABLES 


Berry Tropical and Palm Beach Suits are tailored to look 
good as well as give comfort. 





No uncertainties here—the Berry Label guarantees. 
$17.50 and up. 
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Capital $1,000,000 Surplus Earned $900,000 


ESTABLISHED 1892 


For the express purpose of administering on 
Estates and the Protection of Trust Funds 





Confidential Interviews and Correspondence Invited. 
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Say, Doctor— 

you can talk to us entirely confidentially about your 
affairs. Come by and let us answer your questions and 
advise you about your will. 

This bank has friends all over Virginia, many of whom 
have already seen us about their wills. 

Write or phone for a special engagement with Mr. G. 
Jeter Jones, Vice President. 


MERCHANTS NATIONAL BANK 
11th & Main Sts. Richmond, Va. 


“Safest For Trusts’ 
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